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Increasing demands on the practitioner’s time make the 
rapid control of asthma a matter of primary importance. 
FELSOL has for years been relied upon by doctors in 
all parts of the world to which it has been intro- 
duced, for the immediate and prolonged relief it gives in 

BRONCHOSPASM. Easy to take, FELSOL gives full relief in perfect 


safety (even in cardiac cases) without morphia or other narcotics. 


%* NON-CUMULATIVE 


%* NO CONTRA-INDICATIONS 


Clinical sample and literature on request 


BRITISH FELSOL COMPANY LTD., 206/212 ST. JOHN STREET, LONDON, E.C.! 











LONDON HOSPITAL CATGUT 

is a British surgical catgut, sterilised by 
chemical methods instead of by heat. 
The process is unique—and renders 
L.H.C. more flexible and more elastic. 
Absorption factors are reliable. Tensile 
strength exceeds B.P. Standards, so 


that the finest gauge suited to the 





operation can be used with safety. 


This means less scar tissue and quicker 





healing. 
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H. K. LEWIS of GOWER STREET, London, w.c.1 





BOOKSELLING DEPARTMENT. A large stock of textbooks and recent literature in all 
branches of Medicine and Surgery available. Please state particular interest. 
Foreign Books obtained to order. Catalogues on request. 


SECOND-HAND DEPARTMENT. A constantly changing large stock of Medical 
Literature on view, classified under subjects. Old and rare books sought for and reported. 
Large and small collections bought. 


LENDING LIBRARY. MéEpDICAL, SCIENTIFIC AND TECHNICAL. 
Annual Subscription from £1 17s. 6d. PRospecrus Post FREE ON REQUEST. Bi-monthly 


list of New Books and New EDITIONS sent post free to subscribers. 


A New EDITION OF THE LIBRARY CATALOGUE revised to December 1956, is in course 
of preparation. Copies of the old edition, revised to December 1949, and Supplement 
1950-1952 are available, details sent on request. 
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appetites for the other volumes. The essential feature of the new Operative Surgery is the 
incorporation of the maximum number of illustrations and the minimum of text. This is an 
ideal combination.... This is an outstanding work on operative surgery: it is novel, 
practical and portrays all that is best in British operative technique. It is a production of 
which British surgery may well be proud.” The British Journal of Surgery. 


“«. . the illustrations, reach a high standard and the whole production provides a welcome 


testimony to the authoritative place which British surgery has attained.” 
British Medical Journal. 





In Eight Volumes and Index Volume 
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MEDICAL TREATMENT 
By K. S. MacLEAN, M.A., M.D., F.R.C.P, 
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DISEASE 

By —. _authors. Edited by R. H. S. THOMPSON, M.A., D.M., 

and E. J. KING, M.A., Ph.D., D.Sc., F.R.LC. 

121 Illustrations. 90s. 


MENTAL DEFICIENCY 


By L. T. HILLIARD, M.A., M.B., D.P.M., and B. H. KIRMAN, 
M.D., D.P.M. 
90 Illustrations. 60s. 


INJURIES OF THE HAND 
By RONALD FURLONG, M.B., B.S., F.R.C.S. 
99 Illustrations. 36s. 


AN INTRODUCTION TO BLOOD GROUP 


SEROLOGY 
By KATHLEEN E. BOORMAN and BARBARA DODD, M.Sc., Ph.D 
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Edited by F. R. WINTON, D.Sc., M.D. 

66 Illustrations. 30s. 
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By C. FRASER BROCKINGTON, M.A., M.D., M.R.CS., D.P.H 


15s. 
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30 Illustrations. 12s. 6d. 
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GYNACOLOGY 
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90 Illustrations. 55s. 


FROM U.S.A. 


B.C.G. VACCINATION AGAINST 


TUBERCULOSIS 
By SOL ROY ROSENTHAL, M.D., Ph.D. 
With 43 Illustrations and 28 Tables. 55s. 
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61 Plates (12 Coloured) and 371 Text-figures. 63s. 
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Diagnosis, Pathology, Treatment and Technique 
By Sir LIONEL WHI BY, C.V.0., M.A., M.D., F.R.C.P., D.P.H., 
and C. BRITTON, M.D., D.P.H. 
Eighth Bastion 20 Plates (12 Coloured) and 125 Text-figures. 75s. 
CHEMICAL METHODS IN CLINICAL MEDICINE 
By G. A. HARRISON, M.D., B.Ch., F.R.1.C. 
Fourth Edition. 158 Illustrations. ‘ 65s. 
THE NORMAL CHILD 
Some Problems of the First Five Years and Their 


Treatment 
By R. S. ILLINGWORTH, M.D., F.R.C.P., D.C.H. 
Second Edition. 69 Illustrations. 33s. 


THE PRACTICE OF INDUSTRIAL MEDICINE 
By T. A. LLOYD DAVIES, M.D., F.R.C.P. 
Second Edition. 15 Ilustrations. 30s. 
TAYLOR’S PRINCIPLES AND PRACTICE OF 


MEDICAL JURISPRUDENCE 

Eleventh Edition. Edited by Sir SYDNEY SMITH, C.B.E., M.D., 

F.R.C.P., LL.D., F.R.S.(Edin.), and KEITH SIMPSON, M.D.(Path.) 

Lond,, with revision of the legal weet by GERALD HOW ARD, Q.C. 

Vol. I. 61 Illustrations. 70s.. Vol. Il. 47 Illustrations. 80s. 
SYNOPSIS OF REGIONAL ANATOMY 

By T. B. JOHNSTON, C.B.E., M.D., Ch.B. 

Eighth Edition. 20 Plates and 19 Text-figures. 28s. 
THE PREMATURE BABY. 

By V. MARY CROSSE, 0.B.E., M.D., D.Obst.R.C.0.G., D.P.H. 

Fourth Edition. 39 Illustrations. 20s. 
THE ESSENTIALS OF MATERIA MEDICA, 
PHARMACOLOGY AND THERAPEUTICS 

By R. H. MICKS, M.D., F.R.C.P.1. 

Seventh Edition. 28s. 
Sean's | DISEASES OF THE SKIN 

Sixth Edition. J. T. INGRAM, M.D., F.R.C.P., and R. T. 

BRAIN, M.D., F .P. 

63 Coloured Plates and 426 Text- -figures. 105s. 
HALE-WHITE’S MATERIA MEDICA, 
PHARMACOLOGY AND THERAPEUTICS 

By A. H. DOUTHWAITE, M.D., F.R.C.P. 

Thirtieth Edition. 24s. 
SHAW’S TEXTBOOK OF GYNACOLOGY 

Seventh Edition. By JOHN HOWKINS, M.D., MS., F.R.C.S., 


F.R.C.0.G 
4 Coloured Plates and 352 Text- figures. 32s. 6d. 


A TEXTBOOK OF SURGICAL PATHOLOGY 
By C. F. W. ILLINGWORTH, C.B.E., M.D., Ch.M., F.R.C.S.(Edin.), 
and BRUCE M. DICK, M.B., F.R.C.S.(Edin.). 

Seventh Edition. 322 Illustrations. 63s. 

PROGRESS IN CLINICAL MEDICINE 
Edited by RAYMOND DALEY, M.A., M.D., F.R.C.P., and HENRY 
MILLER, M.D., F.R.C.P., D.P.M. 

Third Edition. 36 Illustrations. 40s. 


** Recent Advances “ 
ANASTHESIA AND ANALGESIA 


Eighth Edition. By C. LANGTON HEWER, M.B., M.R.C.P., 

F.F.A.R.C.S., and J. ALFRED LEE, M.R.C.S., F.F.A.R.C.S. 

95 Illustrations. 40s. 
PHARMACOLOGY 

Second Edition. By J. oa ROBSON, M.D., D.Sc., F.R.S.(Edin.), and 

C. A. KEELE, M. b: F.R.C.P. 

65 Illustrations. 40s. 


NEUROLOGY AND NEUROPSYCHIATRY 
Sixth Edition. By Sir RUSSELL BRAIN, M.A., D.M., F.R.C.P., 
and E. B. STRAUSS, M.A., D.M., F.R.C.P. 
46 Illustrations. 30s. 


Ciba Foundation Symposia 


BONE STRUCTURE AND METABOLISM 


122 Illustrations. 45s. 
PAPER ELECTROPHORESIS 

74 Illustrations. 35s. 
HISTAMINE 

133 Illustrations. 50s. 





IONIZING RADIATIONS AND CELL 


METABOLISM 

48 Illustrations. 45s. 
THE NATURE OF VIRUSES 

57 Illustrations. 42s. 


THE CHEMISTRY AND BIOLOGY OF eres 
124 Illustrations. 
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The natural vitamin E avail- 
able only since 1948 must 
not be confused with the wheat germ oil 
in use before that date with its limitations 
as to potency and stability. 


The natural vitamin E of today com- 
prises a concentrate distilled from the 


oils of cottonseed, palm, soya bean, etc. 


The standard laid down by the League 
of Nations is that 1 international unit 


= 1 mgm. of d.1. alpha tocopheryl acetate. 


Alpha tocopherol (Vitamin E) for 
CARDIOVASCULAR-RENAL DISEASES 


The VITA-E Gelucap (75 i.u.) heads 
the list of brands approved by the 
Vitamin E Society and is that recom- 
mended by the Shute Foundation for 
Medical Research and used with such 
the Shute 


conspicuous success at 


Institute. 
LITERATURE ON REQUEST 
Sole Manufacturers : 


THE BIOGLAN LABORATORIES LTD. 
HERTFORD, HERTS, ENGLAND. 


Specialists in Hormones and Vitamins 









THE SAFEST 
AND BEST 
OF OPIUM 


ied: 


Nepenthe contains all the constituents of opium and 
has been prescribed for over 100 years. It has been 
found by generations of practitioners to be the best 
preparation of opium as it does not cause the unpleas- 
ant after-effects usually attributed to opiates. It can 
be given over a considerable period and the effect 
remains invariably constant. 

Packed in 2-oz., 4-0z., 8-oz. and 16-oz. bottles, and 
for injection in }$-oz. rubber-capped bottles, 


NEPENTE E 
FERRIS & CO aan 


_—,,, 
BRISTOL 





















Nutrition in Geriatrics 





An adequate diet plays a considerable part 
in maintaining the health and vitality of the 
elderly. Although this fact is well known, 
malnutrition tends to be more prevalent 
in the higher age groups, as physical and 
economic factors may restrict the choice of 
food and render preparation and cooking 
troublesome. 


Marmite is a useful source of the B vitamins 
and has the added advantage of requiring 
very little preparation. Sandwiches made 
with Marmite are very popular with old 
people who appreciate the piquant flavour. 
Appetising drinks can also be quickly made 
by stirring Marmite into boiling water or 


| hot milk. 
MARMITE 
yeast extract 


contains 
Riboflavin (vitamin B,) 1.5 mg. per oz 
Niacin (nicotinic acid) 16.5 mg. per oz. 





MARMITE LIMITED, 35 SEETHING LANE, LONDON, E.C.3. 


i  Lircerature on request 
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without overdrugging 
for individualized control 


NIDAR | of tension peaks 


In ordinary life situations, tensions 

occur in daily peaks ; they are not 
continuous. This was fully realised when 
Nidar was formulated. In contrast 

to other agents, the action of 

Nidar is neither too short nor too long. 
It is neither too potent nor too weak. 

Nidar controls tensions when they occur. 





Each light green scored Nidar tablet contains : 


Secobarbital Sodium _...._ i gr. 
Pentobarbital Sodium ... { gr. 
Butabarbital Sodium... j gr. 
Phenobarbital ... ...... 4 gr. 
Reaaigs OF Ser ean ar THE ARMOUR LABORATORIES 


(Armour & Company Ltd.) 


| 
NIDAR | Hampden Park, Eastbourne, England 
Telephone : Hampden Park 740 


Telegrams : Armolab, Eastbourne 








Summertime Complaints 


DEAFNESS due tc earwax is often brought on by bathing 
because of water trapped by the cerumen in the internal auditory meatus. 


CERUMOL 


A few drops of Cerumol are 
enough to soften and dissolve 
the wax for easy removal. 


TRADE MARK 





ATHLETE’S FOOT flourishes in 


warm, moist conditions. 


A volatile, easily applied; colourless paint, 


MONPHYTO 


Regd. Trade Mark 


Monphyto deeply penetrates the epidermis to 





destroy fungal parasites. 








Literature and samples for 


both oducts glad] 
et a LABORATORIES FOR APPLIED BIOLOGY LTD. 


request. 


91 Amhurst Park, London, N.16 
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NEUTRADONNA is a 
product of British Schering 
Limited, 229-231 Kensington 
High Street, London, W.8. 
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... the chronic sufferer who no longer gets 
the same relief from his usual stomach 
mixture needs a change of treatment. 


brings renewed control of symptoms 
- chronic dyspepsia and_ peptic 
ulcer. 


“In conjunction with a simple diet, Neutradonna 





is an ideal form of therapy, particularly in the 
ambulant patient. 
NEUTRADONNA contains the buffer antacid, 
sodium aluminium silicate, and belladonna as 
an antispasmodic. 
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THREE PEOPLE who wili soon 





need Smith & Nephew PASTE BANDAGES 





THE MAN in the plaster cast on the left, is due to have it 
removed in the very near future. There may be some cedema when 
the cast goes and VISCOPAS'TE will form an ideal dressing after the 
cast is removed, and during the period when swelling may occur. 
VISCOPASTE is ready for immediate application and sets quickly, 
forming a thin shell. 


THE LADY in the centre shows signs of impending ulceration. 
Her treatment will consist of dressings either of ICHTHOPASTE 
or VISCOPASTE, with Elastoplast porous adhesive bandages 
applied over as compression and support. 


THE MAN on the right is in some discomfort because of 
chronic simple prurigo. Coal tar is indicated so COLTAPASTE is 
the preparation of choice. It will make a considerable saving in 
cost of lint and gauze in general practice. 


Please write for fuller details and a copy of our ““Aide-memoire”’ on 
bandages and dressings, to :-— 


ante, 


*. 











Viscopaste 








Zinc paste bandage B.P.C. 

Available in 6-yard lengths 34 inches 
wide and prescribable on Form 
E.C.10. 


Ichthopaste 


Zinc paste and ichthammol bandage 
B.P.C. (2% ichthammol). ; 
Available in 6-yard lengths 34 inches 
wide and prescribable on Form 
E.C.10, 








COLTAPASTE | 








Zinc paste and coal tar bandage 
B.P.C. 
Available in 6-yard lengths 34 inches 
wide and prescribable on Form 
E.C.10. 


iSEN ; products SMITH & NEPHEW LIMITED - WELWYN GARDEN CITY - HERTS 
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Nidoxital 


TRADE MARK. 


CAPSULES 


_ make more mornings 
“good mornings? **\_ 
for patients with _. SH 
Shoal 
nausea and vomiting 
of pregnancy 


Each capsule contains : 
Pyridoxine Hydrochloride 50 mgm. 
Nicotinamide B.P. 25 mgm. 
Benzocaine B.P. 100 mgm. 
Pentobarbital Sodium B.P. 15 mgm. 


Ortho Pharmaceutical Limited 
High Wycombe - England 
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“,. and unless the patient is very 
near term, this (FERROMYN 1 t.d.s,) 
is the method of choice 
in the first instance, even for 
severe degrees of iron- 
deficiency anemia” 


Ref: BMJ (1956) 2,638 








FERROMYN for the speedy oral 
correction of all 
iron-deficiency states 





\ 


FERROMYN is presentedinfour forms: 
FERROMYN TABLETS AND FERROMYN ELIXIR. 


Each tablet/teaspoonful contains: Ferrous 
Succinate 150mg. 
FERROMYN ‘B’ TABLETS AND ELIXIR FERROMYN ‘B’. 


Each tablet/teaspoonful contains: Ferrous 
Succinate 150 mg. Aneurine Hydrochloride 
Img. Riboflavin I mg. Nicotinamide 10mg. 


CALMIC LIMITED, CREWE. Phone CREWE 3251-5 LONDON: 2 Mans/field St.,W.i. Phone LANgham 8038-9 





AUSTRALIA: 458-468 Wattle Street, Ultimo, Sydney, N.S.W. CANADA: Terminal Building, York St., Toronto. 
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that is why 


Maw’s Nadecon is the preferred pre- 
scription. It permits the employment 
of Menthol in significant concentration 
and in an aqueous form. 






Maw’s Nadecon is indicated for the local treatment of 
catarrhal conditions of the upper respiratory tract. It gives 1) presents 


immediate relief and comfort to the patient through increased 
ventilation with improved drainage from the infected para- MENTHOL 
nasal sinuses. It establishes a pH unfavourable to bacterial —S———S 
development, together with conditions complementary to O in an 

natural processes of recovery. When instilled into the nostrils 


the transient awareness of Nadecon serves to restrict exces- aqueous 


sive dosage. It is suitable for both Adult and Child patients. 


Freely prescribable on EC.10 (Category 3/4) © vehi cl e 














FORMULA 
%W/V 
Menthol 0.25 
Pseudoephedrine 
Hcl 0.99 
Chlorbutol 0.25 
Aqueous Vehicle 
to 100 


S. Maw Son and Sons Limited - Barnet - England sii 


10 me: 
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between the UP 
and the ABOUT 





Serious illness is inevitably followed by a 
frustrating period of convalescence. Metatone* 
with its stimulating, appetite-promoting 
combination of vitamin B,; with strychnine and 
mineral glycerophosphates is ideally suited for 
the rapid restoration of normal metabolic 
function. It is specially valuable after ’flu and 
similar debilitating illnesses, after surgical 
operations, in neurasthenia and during 
pregnancy and lactation. 





‘ee , Vitamin B, 3 mg. 
9s FORMULA Calcium Glycerophosphate 4 gr. 
Each fluid ounce Potassium Glycerophosphate 4 gr. 

Sodium Glycerophosphate 2 gr. 
Manganese Glycerophosphate } gr. 
Strychnine Glycerophosphate 8/200 gr. 
Available in bottles of 8, 16 and 80 fi. ozs. 


METATONE 


* Trade Mark 


speeds the return to normal activity 


of Metatone 
contains 


sch & 
e o 
« Bey 
‘|p: PARKE, DAVIS & Co. Ltd., (inc. U.S.A.) HOUNSLOW, MIDDLESEX. Telephone: Hounslow 2361 
"se" 165 
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Transvasin 


brings the esters of NICOTINIC ACID 


Zh 






























Transvasin is available in 1 oz. tubes, basic N.H.S. price & 
in the U.K. 2/6 plus P.T. and is not advertised to the 
public. It may be prescribed on Form E.C.10. Samples 
and literature will be gladly sent on application. 





Salicylic acid tetrahydrofurfuryl-ester 14% 


a= SALICYLIC ACID 
ff _ » AMINOBENZOIC ACID 


to the focal point of 
soft-tissue rheumatism 


The esters in Transvasin, a new 
preparation developed by Hamol 
S.A., our Swiss associates, readily 
pass the skin barrier in therapeutic 
quantities and enable an effective 
concentration of the drugs to be 
built up where they are needed.* 
Transvasin not only induces vaso- 
dilation of the skin with a super- 
ficial erythema, but also brings 
about a deep hyperaemia of the 
underlying tissues. It is non- 
irritant, and can be safely used on 
delicate skins. 

It is now being widely prescribed, 
with successful clinical results. 
Since a very small quantity is 
sufficient for each application, the 
cost of treatment is extremely low. 





Nicotinic acid ethyl-ester 2% 
Nicotinic acid n-hexyl-ester 2% 
p-Aminobenzoic acid ethyl-ester 2% 
Water-miscible cream base ad 100% 


* Therapeutische Umschau VIII, 1952, 10, 143 


LLOYD-HAMOL LTD., 11 Waterloo Place, London, S.W.1 WHltehall 8654/5/6 
Transvasin is the registered trade mark of Lloyd-Hamol Ltd. 


12 














Tue Lancet] THE LANCET GENERAL ADVERTISER [Sepr. 14, 1957 


Veganin 


proved relief for ‘‘Asian ’Flu’’ symptoms 
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for your influenza patients 


VEGANIN 
rapidly reduces temperature and quickly relieves headaches 


VEGANIN 

tablets with their extra Codeine content disintegrates 
within 20 seconds and provides the ideally balanced formula 
CAN BE PRESCRIBED ON E.C.I0 


Aspirin 250 mg. Phenacetin 250 mg. Codeine Phosphate 10 mg. 
DOSAGE: For Asian 'Flu two tablets three times a day. 





me WILLIAM R. WARNER & CO. LTD, EASTLEIGH, HAMPSHIRE 
VEG 377 


13 











THe Lancet] 


THE LANCET GENERAL ADVERTISER (Serr. 14, 1957 









14 








‘\\ ADRENOXYL 


Reduces the mean bleeding-time 


Adrenoxyl reduces the mean bleeding-time by decreasing the permeability and 
increasing the contractility and resistance of the capillary wall. 


A dry field at operation 


Adrenoxyl has been successful in diminishing capillary bleeding in a wide range 
of surgical operations. It has proved particularly useful in ear, nose and throat, 
ophthalmic and plastic surgery. In plastic surgery of the face it has been reported 
that, post-operatively, there is less swelling and bruising when Adrenoxyl has 
been used. 


No side effects 


Adrenoxyl does not have any side effects or contraindications. It does not 
affect blood coagulation, blood pressure or pulse rate and does not possess any 
sympathomimetic properties. 


In medical conditions 
Adrenoxy! has been used with success in those medical conditions associated 
with capillary fragility. 


In the British Medical Journal (April 21st, 1956) a correspondent confirmed the 
value of Adrenoxyl in providing a dry field for the surgeon and in shortening the 
duration of the operation. 


Packs 


Ampoules: Boxes of 6 and boxes of 50. 
Each ampoule contains 0.75 mg. of adrenochrome 
monosemicarbazone dihydrate. 


Tablets: Tubes of 25 and bottles of 500. 
Each tablet contains 2.5 mg. of adrenochrome 
monosemicarbazone dihydrate. 


The best results are obtained when both tablets and ampoules are used, 


HORLICKS LIMITED 
Pharmaceutical Division Slough Bucks 


Literature and samples are available on request to the’ Medical Information Dept. 


~~ 
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Inability to take aspirin... 


IT WAS RECENTLY reported (Brit. med. F., 1: 444, 1957) that 
of 178 rheumatic patients, 25° could not take plain aspirin in 


adequate dosage. 


Of this 25%, however, the great majority tolerated a 


modified aspirin such as Paynocil. 


Not only are Paynocil tablets usually well tolerated by the 
stomach (even on the heavy dosage needed for rheumatoid 
arthritis), but they are extremely palatable, disintegrate instantly 
on the tongue without water, and cause no discomfort or 


unpleasant after-sensation. 


.. . indicates 





non-irritant, palatable, 
quick-dispersing aspirin 


FOR ADULTS 


PAYNOCIL 


EACH TABLET CONTAINS 
Acetylsalicylic acid ...c..cccccccccoes TO grains 
Aminoncetic acids... 00.000 6000060000000 5 grains 


PACKAGES in sealed foil strips: 
Cartons of 18. 
Dispensing packs 
of 240: basic 
N.H.S. cost 
(tax free) 
a1/8d. 





FOR CHILDREN 


Junior PAYNOCIL 


EACH TABLET CONTAINS 
Rectylenticglic acid 5.65 cc ccvecccies 24 grains 
PMONONS OEE 6.5.0 <0.2i seta okooes 1} grains 


PACKAGES in sealed foil strips: 
Cartons of 20. 
Dispensing packs of “2g? 
240: basic N.H.S. “2c,” 
cost (tax free) 
I2/-. 





Detailed r dations for dosage in rheumatoid arthritis 





will be gladly supplied on request 


c. L. BENCARD LTD. PARK ROYAL, LONDON, N.W.10 


601/65 (68)/I 
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in 

cases 

of 

spasmodic 
dysmenorrhoea 


Prophylactically, a course 
of tablets starting a day or two 


before the expected flow will give 





Vv 


complete relief in most cases. 
BUSCOPAN is a completely safe 
spasmolytic giving rise 

to none of the unpleasant A 
side effects normally 


associated with 





drugs of this nature. 








BUSCOPAN gives 





rapid relief from pain 
associated with Spasmodic 
Dysmenorrhea. When 


pain is severe, an 





intramuscular injection 

followed in four hours 

by oral administration 
2 tablets three times 

a day) will give 


prolonged relief. 


Other indications 

Gastric or duodenal ulcer, spasmodic 
disorders of the gastro-intestinal tract, 
biliary colic and delayed relaxation 


of the lower uterine segment. 


BUSCOPAN 


Hyoscine-N-Butylbromide 


Manufactured and distributed in the U.K. by Pfizer, Ltd., Folkestone, Kent, for 


Cc. H. Boehringer Sohn, ingetheim am Rhein. 
Registered Proprietors of the Trade Mark. * Regd. Trade Mark. 
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For Allergies ALLERCUR 


Highly effective Antihistamine 
No side reactions - No symptoms of tiredness 


Forms of application: Syrup - Dragees - Ampoules - Ointment 


SCHERING A.G. BERLIN/ GERMANY 


Somples and literature are available upon request from: 
Phormethicais (London) Ltd., 20, Gerrard Street, London W.1. 
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INTESTINAL PAIN 
RELIEVED 
WITHOUT 
SIDE-EFFECTS 




















‘Merbentyl’ is free from the unpleasant 
side-effects (drying of the mouth, 
blurred vision, etc.) normally 
encountered with both natural and 
synthetic anticholinergic agents. 

Its specific action on the gastro-intestinal 
tract makes it the spasmolytic of choice 
for the relief of pain in peptic ulcer 
and similar organic conditions. In 
addition, it is outstandingly successful 
for NERVOUS DYSPEPSIA. 








*‘MERBENTYL’ tablets are 
economical — basic daily cost to 
the N.H.S. is no more than 7d. 


MERBENTYL“‘: 


In tablets and as a syrup, 

each tablet or 5 c.c. syrup 
containing 10 mg. 
diethylaminocarbethoxybicyclohexy! 
hydrochloride. 


MERBENTYL 


with Phenobarbitone 


For conditions requiring sedation 
in tablets and as a syrup, each tablet in addition to antispasmodic therapy. 


or 5 c.c. syrup containing 10 mg. ‘Merbentyl’ (x) 
and 15 mg. (gr. }) phenobarbitone. (Merrell ) 


‘MERBENTYL’ and ‘MERBENTYL’ WITH PHENOBARBITONE are distributed in the United Kingdom and Eire by 


RIKER LABORATORIES LIMITED - LOUGHBOROUGH -LEICS. 


for the Wm. S. Merrell Company, London 
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a 
M io - Pressin *Mio-Pressin’ is a new, comprehensive 

treatment for hypertension. 
It has been effective in 75% 
of the reported cases. 
It is specific for 
maintenance treatment of the 
ambulant hypertensive. 


& 


Smith Kline & French Laboratories Ltd 
Coldharbour Lane, London SE5 


Each ‘ Mio-Pressin ' capsule (No. 2) contains Rauwolfia 
serpentina (whole root) mg. ; Protoveratrine 
0-2 mg.; ‘ Dibenyline’ 5-0 mg. 


‘Mio-Pressin’ and ‘Dibenyline’ are trade marks 
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Angina pectoris 







still not too late for 












Triethanolamine trin‘trate 


PRAENITRONA 


Prevents attacks of angina pectoris or at least reduces the severity and frequency of attacks 


For maintenance treatment, | —2 tablets 3 or 4 times a day 


Packings: 50 - 500 - 1000 tablets, each of | mg. 


Praenitrona is prescribable on N.H.S. Form E.C. 10 


SCHERING A. G. BERLIN / GERMANY gy 


Samples and literature are available upon request from the sole distributors for the U.K.: 
Pharmethicals (London) Ltd., 20, Gerrard Street, London, W. 1 
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For each individual patient who is in need 
of sedation or hypnosis, there is a LiLty 
= barbiturate that meets the requirements 
exactly. 











ae 


‘ a 9 Whe Se aa cm ae 
Seconal Sodium ane Cae " 









s - . . . 
‘S ( A |’ For routine sedation in the 
0 ium Mm a anxiety case. 









oo ’ 2. sly ; 
ina In the chronic insomnia case. 











Sedation in the hypertensive, 


é ’ , ; 
myta peptic ulcer, skin or cardiac 


case, 










Let it be a Gitty barbiturate 





EL! LILLY AND COMPANY LIMITED, BASINGSTOKE, ENGLAND 
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DRAMAMINE’ IN VERTIGO 





Labyrinthine Disturbance 


The remarkable relief afforded by Dramamine in motion 
sickness has led to its effective use in controlling 
various other clinical conditions characterised by vertigo 


Vertigo, it has been claimed,* is primarily due to a 
disturbance of the organs of the body that are 
responsible for body balance. When the posture of 
the head is changed, the gelatinous substance in the 
semi-circular canals begins to flow. This flow 
initiates neural impulses which are transmitted to 
the vestibular nuclei and thence to different parts of 
the body such as the eye muscles, the cerebellum 
and skeletal muscles, the emetic centre, and the 
cerebrum. Vertigo may be caused by a disease or 
abnormal stimuli of any of these tissues involved 
in the transmission of the vertigo impulse, including 
the cerebellum and the end organs. 

Dramamine’s therapeutic efficiency is believed to 
be the result of suppression of the over-stimulated 
labyrinth of the inner ear which is the point at which 
the impulses causing the various disturbances 
originate. Thus, Dramamine prevents the resulting 


SEARLE 
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symptom complex of vertigo, nausea and finally 
vomiting. 

The remarkable relief given by Dramamine in 
motion sickness led to studies of its value in allied 
conditions, and it is now widely used for the nausea 
and vomiting of pregnancy, electro-convulsive 
therapy, certain drugs and narcotisation ; for ves- 
tibular dysfunction associated with streptomycin 
therapy ; and for vertigo in ‘Méniéres syndrome, 
hypertensive disease, fenestration procedures, laby- 
rinthitis and radiation sickness. 

Dramamine (brand of dimenhydrinate) is supplied 
in tablets of 50 mg. in bottles of 12, 36, 100, 500 and 
1000 tablets and in cartons (10 strips of 10 tablets). 
Dramamine for injection is available in multidose 
vials of 5 c.c. containing 250 mg. of Dramamine. 
G. D. Searle & Co. Lid., High Wycombe, Bucks. 
Telephone : High Wycombe 1770. 

t Dizziness "’ : Vertigo and Syncope 

G.P. 8:35 (Nov.) 1953. 


* Regd. Trade Mark ions 
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Circular booms or “‘sacks” each consisting of about 25,000 logs, on the Gatineau River, Quehec, 
one of Canada’s richest sources of pulp wood. ( Photograph by courtesy of the National Film Board of Canada. ) 


—but when blood vessels are occluded... 


ANTICOAGULANT THERAPY 





with 
TeV): DisPiaae 


PRESENTATIONS. 


PULARIN_ (Heparin-Evans)5 ml. rubber capped bottles containing 1,000 i.u., 5,000 iu. 
and 25,000 i.u. per ml.; ampoules of 1 mi., 12,500 i.u. per ml. 


DINDEVAN _  (Phenindione-Evans) Tablets of 10 mg. and 50 mg. 
Further information gladly supplied by the Medical Information Department 


* TRADE MARKS& 


EVANS MEDICAL SUPPLIES LIMITED 
EVANS 


SPEKE, LIVERPOOL 19 - (HUNTS CROSS 1881) 
London Office: Ruislip, Middlesex (Ruislip 3333) - escedare state 


1100 
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in rheumatic diseases 


vas, 


CZ 


The value of Mittown in the relief of common 
rheumatic diseases is becoming more evident as results 
of clinical work are published. Satisfactory relief of 
muscle stiffness and pain has been observed in a high 
proportion of patients with various rheumatic conditions 
with a predominance of fibrositic symptoms. Impressive 
results have also been achieved in rheumatoid spon- 
dylitis, cervical root syndrome and mild rheumatoid 
arthritis. The promptness of relief following Mm-trown 
in these conditions has been particularly notable. 
MILTowN is effective orally—typical dosage in rheu- 
matic conditions being one tablet (400 mg.) three or 


four times daily. 


MILTOWN is presented in tablets of 400 mg. Bottles of 50 and 500 
*TRADE MARK OF CARTER PRODUCTS INC. 


LEDERLE LABORATORIES DIVISION 


Cyanamid OF GREAT BRITAIN LTD., London. C2 


Pra 
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EAR DROPS 10% 


(Chloromycetin 10% in propylene glycol) in 5 c.c. 
vials, with dropper, & bottles of 100 c.c. 








CHLOROMYCETIN....... 


—— * “ee, re, 
eo merce 
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° ae 


CHLOROMYCETIN* Ear Drops greatly 

reduce the time and effort necessary 

to treat suppurative otitis media, 

chronic otorrhoea, and infections of 
fenestration and mastoid operation cavities. 
Treatment can be conveniently 

carried out, ifnecessary in the patient’s home, 
and is effective in a matter of 

days as compared with previous 

techniques requiring long and tedious 


application under close supervision. 





Parke, Davis 
& Company Limited (Inc. U.S.A.) 


HOUNSLOW, MIDDLESEX 


Telephone Hounslow 2361 
382 
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erpasil 


(the alkaloid reserpine from Rauwolfia) 


ANTIHYPERTENSIVE 








GRADUAL AND SUSTAINED REDUCTION 
OF BLOOD PRESSURE 
SYNERGISTIC EFFECT WITH OTHER 
ANTIHYPERTENSIVES 
MODERATE SLOWING OF HEART-RATE 


CALMING EFFECT 


Tablets of 0.1 mg. and 0.25 mg. in bottles of 25, 100 and 500. 
Elixir containing 0.25 mg./5 ccm. in bottles of 100 c.cm. 1 mg. and 
4 mg. tablets, 1 mg. and 2.5 mg. ampoules also available. 


C IBA 


* Serpasil’ is a registered trade mark, Reg. user 
CIBA LABORATORIES LIMITED, HORSHAM, SUSSEX 
Telephone: Horsham 4321. Telegrams: Cibalabs, Horsham. 








8/6 
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“,..as with digitalis and belladonna, history 


repeats itself with the establishment 


of scientific control over senna” 


Granules: 


Tablets; 


. 
‘*A report has been published [British Medical Journal, 1957, 2, 436]... 
on controlled clinical trials designed to measure the laxative 
potencies of various B.P. senna preparations and the Westminster 


”? 


Laboratories product, Senokot . . . 


‘‘The inference to be drawn. . . is that the present B.P. preparations 
of senna are unsatisfactory and that, on the present pharmacopoeial 
position, Senokot may well be regarded as the standard form 

of the drug. Its claim over B.P. cascara preparations (which are 
unstandardized) would seem equally undeniable. So, as with 

digitalis and belladonna, history repeats itself with the establishment 


of scientific control over senna.’ 


Extract from The Medica! Press, 31st July, 1957 


SENOKOT GRANULES AND TABLETS 
Standardized preparations of senna 


containing the total active principles of the pod 


2 02, 2/10; 6 oz, 7/9; 2 lb Tax Free D.P. 21/- Senokot is not advertised to the public 
50, 2/5; 200, 7/3; 1000 Tax Free D.P. 16/- has no B.P. or N.F. equivalent, and is 
Cost about a halfpenny a dose freely prescribable under the N.H.S. 


@ WESTMINSTER LABORATORIES LTD., CHALCOT ROAD, LONDON, N.W.1 


C908 
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BENYLIN EXPECTORANT* is a rational 
and effective preparation containing 
Benadryl* and expectorants for the 
8 relief of cough associated with irritative 
r p | | p f and congestive conditions of the 
respiratory tract. It inhibits the cough 
reflex, alleviates congestive symptoms, 
0 f such as nasal stuffiness, and exerts a 
soothing effect on the upper respiratory 


mucosa. Benylin Expectorant is presented 





as a pleasant raspberry-flavoured syrup, 
and as it is free from opiates is suitable 


for children as well as adults. 


*Trade Mark 


eae 
< 


Benylin Expectorant 


demulcent - decongestant 


Jupplied in bottles of 4, 16 and 80 fl. ozs. 


can 


¢ 
‘IB: 
’ Parke, Davis & Company, Ltd. (inc. U.S.A.) Hounslow, Middx. Tel: Hounslow 2361 


“Ws a? 
234 
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three major drugs 
in the treatment of 


infections 


Urolucosil is a highly soluble 
sulphonamide which is rapidly excreted, 
largely unchanged, in the urine. It is 
extremely effective at low dosage levels 
for AC ute infections and free from side effects. Twenty five 
tablets, taken over 4-7 days, usually 


U R oO L U Cc Oo Ss i L suffice to control an acute infection. 


Mandelamine is bactericidal and 
bacteriostatic for a wide range of 
H . : thogens, particularly those o sms 
for CNrONiC infections remiyaitenis x iog eamponrt cee 748 
7] most often responsible for urinary tract 


infections. It is non-toxic, virtually free 


MAN DE LAM I hs E from side effects and eminently safe for 
id AFG RAM Ss prolonged administration. Mandelamine 


does not give rise to resistant strains. 


Pyridium has a marked analgesic action 
specifically on the urogenital mucosa. 


oral an al g ESIC for |] It provides rapid and prolonged relief 
from pain and symptoms such as dysuria, 


urogenital pain . , frequency and strangury. Pyridium is 
\ ideal for use in conjunction with 


P YR I D I U M i} | Urolucosil, Mandelamine, antibiotics 


and sulphonamides. 


Presentation 

Urolucosil 

tabiets 0.1.G, are available in bottles of 25, 250 and 1,000. 
Mandelamine Hafgrams 

0.5.G. Bottles of 30, 250 and 500. 


Mandelamine pa, 
tablets 0.25.G. Bottles of 60, 500 and 1,000. ‘a 6WJillliam R. Warner & Co. Ltd. 


Pyridium “at 
tablets 0.1.G, are available in bottles of 25 and 500. san Eastleigh, Hampshire 
: ume 374/4 
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There’s no respite. He must catch the tide. Powerful arms and legs continue the resolute rhythm forcing him through the 
grey-green water. Sighted long ago, the sage-topped cliffs are brilliant in the noon sunlight. So near. But how many more 
urgent strokes are needed to reach them...? Suddenly the water warms. A ragged cheer goes up. There’s shingle under 
foot. He’s crossed the English Channel. Through muscle and good technique, he’s overcome the barrier created by Nature. 


A barrier set up by Nature in the human body tends to 
be more baffling, and medicine is faced with the task of 
finding a way to overcome it. One such barrier, the 
mucosal block, keeps a great many patients constantly 
on the verge of iron-deficiency anaemia. When oral 
iron is administered to an anaemic patient, the Hb 
level is raised at first, but the very effect of this is to 
increase the efficiency of the mucosal block. The more 


the Hb level rises, the more effective the block becomes, 
Depleted body iron reserves remain depleted. The 
patient is never buffered against relapse. But, like the 
wide sea divide, the natural barrier to iron can be 
overcome — through muscle and good technique. 
Intramuscular iron by-passes the mucosal block. Fully 
absorbed and fully utilised, it not only raises the Hb 
level, but also replenishes bodv iron stores. 


imfe FON the certain iron therapy 


Trade Mark iron-Dextran Complex 





PRESCRIPTION INFORMATION. Each 2 ml. ampoule of Imferon will raise the Hb about 2.5% (5 ml. about 6%), in an adult of average weight, 
as well as contributing to the replenishment of body iron stores. Imferon is available in ampoules of 2 ml, and 5 ml. in boxes of 10 and 5 
ampoules respectively. A simple dosage calculator and notes for nurses on intramuscular injection technique are available on request. 


@encen ) PIONEERS IN PARENTERAL IRON THERAPY - 


BENGER LABORATORIES LIMITED, HOLMES CHAPEL, CHESHIRE 
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Infected 
invaders? 


when enteritis is the result 


GUANIMYCIN 


will provide the specific 24 hour treatment 





The summer months provide conditions suitable for the multiplication of bacteria on con- 
taminated food and for the spread of contamination by flies and other insect vectors; 
it is then that epidemics of bacterial food poisoning, bacillary dysentery and summer 
diarrhea of infants are most frequent and’ widespread. 


The organisms commonly responsible for such conditions are responsive to the combined 
therapy of streptomycin and sulphaguanidine, both of which are present in Guanimycin. 


Guanimycin rapidly controls symptoms and restores well-being. It reduces the duration 
of illness and it will considerably reduce the convalescent carrier rate. 


‘When diluted to 4 fluid ounces with water, each fluid ounce contains 
streptomycin sulphate 0°25 gr and sulphaguanidine 2 grammes. 


In bottles to prepare 4 fluid ounces of suspension. 








C57/396-7/H 


1ANBURYS LTD-.- LONDON : 
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CALCIUM-PENICILLIN V 


the most efficient 
oral penicillin 


Calcipen-V is the calcium salt of Penicillin V and offers 
the following advantages in oral penicillin therapy: 


rapid onset of action reliable absorption 
sustained blood levels on 4 to 6 hourly dosage 








Tablets of €0 mg. Penicillin V (as calcium salt). Bottles of 20, 100, 500. 
Tablets of 120 m g. Penicillin V (as calcium salt). Bottles of 20, 100, 500. 





Detailed literature will be gladly sent on request 


BOOTS PURE DRUG CO. LTD., NOTTINGHAM, ENGLAND 
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migril'tr 





migraine 


Dispels headache 
Disperses visual disturbances 
Defeats nausea and vomiting 


‘Migril’ provides, for the first time, a successful 3-way attack on 
migraine. : 
‘Migril ’ contains ergotamine tartrate (2 mgm.), caffeine (100 mgm.) 
and cyclizine hydrochloride (50 mgm.) in each tablet. The inclusion 
of cyclizine hydrochloride not only eliminates the nausea and 
vomiting often associated with migraine but also enables larger 
and more effective doses of ergotamine to be administered. 


‘migril 
a BRAND 


Ergotamine Compound (Compressed) 
PACKS OF 10 AND 100 


eal BURROUGHS WELLCOME & CO. (te wettcome rounpaTIon ito.) LONDON 
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and for insomnia due to pain 
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FAINTING AND CEREBRAL DAMAGE 


4 DANGER IN PATIENTS KEPT UPRIGHT DURING 
DENTAL GAS ANASTHESIA AND AFTER 
SURGICAL OPERATIONS 


J. G. Bourne 
M.A., M.B. Camb., F.F.A. R.C.S. 
ANESTHETIST, ST. THOMAS’S HOSPITAL, LONDON, AND SALISBURY 
HOSPITAL GROUP 


Ir a patient is kept upright during a fainting attack, 
he may die or his brain may be permanently damaged. 
This is a risk, particularly, of dental anesthesia, which 
is given with the patient sitting up. But the same danger 
arises when a patient is propped up in bed after an 
operation. 


These conclusions are the outcome of an inquiry that 
I began in 1955 into the sequels of dental anesthesia. 


Information from Dentists * 


I sent a questionary to a random sample of 386 dentists 
in the United Kingdom. Its main question was : 

Have you ever known a patient who did not immediately 
regain consciousness after gas, but remained unconscious or 
stuporous for half an hour or more ? 

89% of the dentists replied, and from their answers I 
estimate that, of the 15,000 dentists in the United 
Kingdom, 5000 would answer “‘ yes ’’ to this question and 
could recall, on an average, 3 cases each. If this is correct 
(the evidence suggests that it may be an underestimate), 
15,000 cases have been seen in the life-experience of 
existing dentists. Assuming a mean experience of thirty 
years, it would seem that cases are occurring in dental 
practice in the United Kingdom at the rate of 500 a 
year. 

99 dentists in my survey each described to me the 
case that stood out most clearly in his memory, and some- 
times I was able to get further information from the 
ansesthetist. 

ILLUSTRATIVE CASES 


Case 1.f—A healthy girl of nearly 5 years was given gas 
for the extraction of one tooth. She was shy but docile and 
did not seem frightened; and she took the gas smoothly, 
without difficulty or cyanosis. During the administration 
she slid down in the chair and was pulled up by the head. 
The tooth was quickly extracted. ‘“‘ She appeared to begin 
to regain consciousness and I think smiled and phonated, but 
then she became apparently ‘ shocked,’ sweaty, and pale, 
and I thought was about to vomit. However, she slipped 
back into unconsciousness and the pulse became imper- 
ceptible. She was given oxygen and nikethamide injections, 
and after about half an hour she appeared to be less deeply 
unconscious and the pulse improved. There were no localising 
signs of cerebral damage and there was no neck rigidity, but 
some teeth-grinding.”’ 

She was still unconscious eighteen to twenty-four hours later, 
when she was admitted to hospital. The cerebrospinal fluid 


was normal. There was low-grade irregular fever, which lasted: 


several weeks. She was without reflexes until the seventh 
day, when the knee-jerks were obtained. The left plantar 
response was extensor.* She remained unconscious nearly two 
weeks, after which she was imbecilic in appearance, giggling 
continuously, and was incontinent. Six weeks after the gas 
she was feeding herself a little, but was still imbecilic and 
incontinent. She then began to recover, and four months 
after the gas she appeared to have recovered completely. 

She was re-examined at the age of 9 and no abnormality 
was found. She had normal physical activity, and mentally 
was only slightly behind her contemiporaries. Her only 
symptom was occasional nocturnal enuresis. 


* Case-histories and other data, briefly outlined in this report, 
will be published in full later. 

| For the report on this case I am indebted to the anzsthetist, 
W. H. Gabb, a physician experienced in giving gas for 
dental extraction. 


6994 





Case 2.—A pale woman of 28 was given gas for the extrac- 
tion of one tocth. She did not seem nervous and took the gas 
well. As the dentist picked up the forceps to make the 
extraction her face became grey. He quickly extracted 
the tooth, the gas was stopped, and she was left sitting in the 
chair to recover. Her pallor was now extreme and she was 
sweating profusely. Her pulse was slow and difficult to feel. 
After about five minutes, being still unconscious, she was 
carried from the chair to a couch in the recovery room. For 
more than half an hour she remained deeply unconscious, and 
after a further hour was stuporous and able only to stagger. 
She had to be assisted downstairs and sent home in a taxi. 

Her pallor and sweating, and especially the slowness of her 
pulse, strongly suggested to me that she had fainted during 
the administration of gas. When I put this to the dentist he 
agreed that the signs were suggestive, but thought the 
condition was “‘ too severe ’’ for fainting. 


Case 3.—A woman of 25 was given gas for the extraction 
of five teeth. The administration was “ uneventful, but the 
patient refused to come round. Her breathing was normal, 
but her behaviour was very abnormal, being more that of a 
gross mental defective, her face, mouth, and tongue making 
the most amazing contortions. She was quite unconscious 
of her surroundings and made no noise. Talking to her, 
exhortations, and slapping were of no avail. She remained 
in this state for one and a half hours and then, quite suddenly, 
became almost normal. She has no recollection of the affair.” 


Case 4.—A strapping 18-year-old girl was given gas at a 
dental teaching hospital for the removal of a few teeth. Her 
behaviour afterwards was as follows: ‘‘ Instead of recovering 
normally she went into hysterical convulsions, each lasting 
about a minute, followed by ahout five minutes of what 
appeared normal sleep. During the attacks it took the com- 
bined efforts of myself, anzsthetist, sister, nurse, and two 
students to restrain her. It was about two hours before she 
recovered sufficiently to leave.”’ 

Case 5.—A Naval petty officer, aged 35, a boxer, was given 
gas for the extraction of one tooth. Previously, the dentist 
had tried to anesthetise him with nitrous oxide but had failed. 
This time, therefore, a trained anzsthetist was asked to give 
the gas. The dentist noticed that the anwsthetist ‘“ had to 
get him black in the face to get him under,’’ whereupon 
respiration suddenly ceased. He was placed on the floor 
where he lay motionless for about five minutes. This was 
followed by maniacal outbursts of great violence. ‘“ He 
wrecked the place,’’ the dentist said, “ and it took five of us 
to hold him down.’’ For more than half an hour he was 
completely unconscious, and for a further hour or more he 
was stuporous. Next day he had recovered. 





DELAYED RECOVERY OF CONSCIOUSNESS 

The proportion of cases in which recovery of con- 
sciousness was delayed half an hour or more varied 
surprisingly in the practices of different dentists. Some 
dentists assured me that in a long experience with 
thousands of gas cases they had never seen the condition. 
In the practices of other dentists it was almost common. 
They made such estimates as: 1 case a year, 6 cases a 
year, 1 case a month, 1 in 200 gas cases, and even 1 in 100 
gas cases. 

One dentist met the condition so often that he had been 
obliged to furnish a recovery-room into which patients could 
be carried. His practice was in an industrial area and he 
observed delayed recovery mainly in men between their late 
twenties and early forties, exhausted by heavy work in 
factories. 

It was surprising also that, of 74 young dentists in my 
survey, who had been in practice less than ten years, over 
a third had seen the condition, and most of them more 
than once, whereas of 71 dentists who had been in practice 
more than thirty years, little more than a quarter had 
seen it. From this it seemed that the condition was 
becoming more common, although there were other 
possible interpretations. 

Analysis of the 99 cases described to me by dentists 
suggested the following broad generalisations : 

The condition was seen in men and women, often young, 
and in children; in many cases, three teeth or less were to 

L 
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be extracted; pre-anesthetic medication had rarely been 
given ; it happened to specialist as well as to less experienced 
anesthetists, and at teaching hospitals as well as in dentists’ 
surgeries ; all the well-known makes of anesthesia apparatus 
were implicated. 

SYMPTOMS AND SIGNS 


Deathly pallor, sometimes preceded by cyanosis and 
sometimes associated with profuse sweating, was a 
common and striking feature. The pulse was remarked 
on in few cases; in most it was slow and weak, and in 
the remainder, absent. In many cases respiration stopped 
or became feeble; sometimes artificial respiration and 
oxygen were given, though more often oxygen alone was 
given. Only 3 patients had convulsions. Unconscious- 
ness and stupor lasted, as a rule, from half an hour to 
many hours, but occasionally for days. 

During the coma, patients were usually limp and 
motionless ; but 6 patients were violent. A girl, aged 17, 
for example, who was ‘‘ completely unconscious and 
glassy-eyed, was rough and uncontrollable’; and 
another girl of 17 became very violent and her legs were 
bruised and cut. 

Some patients were still stuporous when they were sent 
away ; for example, speaking of a man of 50, a dentist said : 
“We had to half carry him downstairs to get him into a taxi 
and send him home.’’ Several dentists who sent patients away 
in stupor never saw or heard of them again. 

46 dentists expressed their opinions on the cause of the 
condition : neurosis (12), anoxia (7), heart-failure (6), physical 
weakness (5), shock (3), alcoholism and resistance (3), resist- 
ance (2), overdose (2), epilepsy (2), premedication (aspirin, 
‘ Veganin ’) (2), respiratory failure (1), idiosyncrasy (1). 


Deaths 


Within a period of two and a half years beginning in 
October, 1954, 14 deaths associated with general anzs- 
thesia for dental extraction in England, Scotland, and 
Wales came to my notice through reports in provincial 
newspapers. I was able to obtain information on 8 of 
them. These (cases 6-13), together with a 9th fatal case 
(case 14), which came to my notice by chance, are 
reported here. All the patients were anzsthetised in the 
sitting position with nitrous oxide, usually with oxygen. 
In case 8, trichloroethylene was added for a few breaths. 


IMMEDIATE DEATH 


Case 6.—A convalescent boy, aged 2, was anesthetised by 
a consultant anesthetist with long experience at a dental 
teaching hospital. After two incisor teeth had been quickly 
extracted, the, child became pale, stopped breathing, and 
died ninety seconds after starting to breathe the gas. At 
necropsy no lesion was found. 


Case 7.—A healthy man, aged 22, was anesthetised with 
nitrous oxide without oxygen for the extraction of fourteen 
teeth. He did not seem frightened 
and was easily anesthetised. After 
the teeth had been extracted, oxygen 
was given because he was cyanosed, 
but at that moment he became 
deathly pale and stopped breathing ; 
the pupils dilated and the pulse 
could not be felt. The anesthetist 
attempted to massage the heart 
externally, while the dentist con- 
tinued the administration of oxygen; 
meanwhile, the chair was tilted 
bavkwards, after which the patient 
took a few breaths, but the heart- 
beat did not return. At necropsy 
nothing significant was found. 


Case 8.—A fat but healthy 
woman, aged 52, was anzsthetised 
by a specialist for the extraction of 
ten teeth. She did not seem nervous 
and took the anesthetic well. When (a) 
two teeth had been extracted, 
respiration suddenly ceased and she 
became cyanosed. The chair was (Niss!. 


tilted backwards and a tube was passed without difficulty 
into the trachea. The lungs were inflated with oxygen, but 
the patient was dead. It was estimated that she died within 
three minutes of starting to breathe nitrous oxide. At 
necropsy no lesion was found. 


Case 9.—A healthy woman, aged 32, was given gas for the 
extraction of fifteen teeth. Throughout the administration, 
which lasted no longer than five or six minutes, it was particu- 
larly noted that her colour and breathing were normal. When 
it was stopped oxygen was given. At this moment she sud- 
denly turned pale and stopped breathing. Artificial respira- 
tion was at once given and she was placed prone on the floor, 
but no sign of life returned. At necropsy bloodstained mucus 
was found at the bifurcation of the trachea, and the lower lobes 
of the lungs were collapsed. No other abnormality was found. 


Case 10.—A healthy miner, aged 46, was given gas for the 
extraction of twenty-five teeth after coming off night-shift. 
The gas was given by the dentist making the extractions, in 
the presence of his receptionist, who reported that the patient 
was very easily anesthetised. After the extractions had been 
completed oxygen was given for a few moments and he was 
left to recover. He opened his eyes and looked at the recep- 
tionist ; his eyes then rolled upwards and closed, his face 
became grey, and his breathing became very shallow. Smelling- 
salts were given, and then oxygen. After another stimulant 
had been tried without success, the heart was massaged 
externally, the chair was tilted backwards and artificial 
respiration was given, breathing by now having stopped. 
The measures taken failed to restore either heart-beat or 
respiration. The main necropsy finding was severe cedema of 
the lungs, with copious, blood-tinged, frothy fluid in the 
bronchi and trachea. No pre-existing lesion was found. 


Case 11.—A boy, aged 7 years, was given gas at a school 
dental clinic. The administration was brief and uneventful, 
and three teeth were quickly extracted. As the patient was 
recovering from the anesthetic he cried out. He was taken 
from the chair to a recovery room where he was found to be 
collapsed. Jerky movements in his arms made it impossible 
to inject nikethamide intravenously. He died almost immedi- 
ately. At necropsy no lesion was found. 


DELAYED DEATH 

Case 12,—A pale, 17-year-old girl was rapidly and easily 
aresthetised. When two or three teeth had been extracted 
she suddenly became grey, the pupils dilated, and breathing 
ceased. Her pulse was weak and slow. Artificial respiration 
and oxygen were given while the dentist continued the 
extractions, hoping that the stimulus might revive her. 
Later, the chair was tilted backwards. Artificial respiration 
with oxygen was continued while she was transferred by 
ambulance to hospital, but she died before reaching it. 


Case 13.—A policeman, 23, was given gas for the 


extraction of three teeth and the roots of a fourth. He was a 
tall healthy athletic man, and was anezsthetised without 
difficulty. The three teeth were quickly extracted, but the 
dentist then noticed that the patient’s breathing had become 
very irregular. There was no change in the colour of his face, 





(b) (¢) 


Fig. |1—Case 13. (¢) Ammon’s horn, showing necrosis and Joss of nerve-cells in h,. (Nissl. x 7.) 
(b) Ammon’s horn, showing incrustatign and typical ischemic degeneration of nerve-cells. 
<x 490.) (c) Putamen, showing patchy staining. (Nissl. x 35.) 
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ri am (b) 
Fig. 2—Case 13. (a) Cerebellum, showing loss of Purkinje cells. (Niss!. 
x 33.) (6b) Cerebellum, showing homogenising change in a Purkinje 
cell. (Nissi. x 630.) 


but the dentist stopped the operation at once, gave oxygen and 
artificial respiration, and tilted the chair backwards. The 
patient remained unconscious. About an hour later conscious- 
ness seemed to be returning, and it was thought that he could 
shortly be sent home by taxi or bus. A doctor, who had been 
called, agreed that there was no cause for alarm, but a little 
later noticed convulsive movements and sent the patient to 
hospital. 

When he arrived, his behaviour was bizarre and he was 
thought at first to be in a state of hysteria ; but very soon his 
condition was recognised as a sequel to cerebral anoxia. He 
was having generalised convulsions every two or three 
minutes, breathing was stertorous, all reflexes (including the 
corneal) were absent, and there was no response to painful 
stimuli. He was incontinent of urine. Next morning there 
was generalised flaccid paralysis and deep coma; all reflexes 
were absent. His temperature was 104°F. The cerebrospinal 
fluid was normal. In the evening he died, thirty-four hours 
after the gas had been given. 

A careful necropsy showed no evidence of pre-existing 
disease. Through the kindness of the pathologist (Dr. A. A. 
Miller), I was able to arrange for the brain to be sent to the 
Maudsley Hospital, London, for examination by Prof. Alfred 
Meyer, to whom I am indebted for the histological report and 
photomicrographs. He found lesions (figs. 1 and 2) in the 
cerebral cortex, corpus striatum, and cerebellum. ‘They were 
of the nature of recent ischemic necrosis. He concluded that 
they were due to defective oxygenation and disturbance of the 
circulation. 

Case 14,—A thin healthy woman of 44 was given gas for 
the extraction of two teeth. The administration was brief 
and simple ; the patient was said to have maintained a good 
colour until it was stopped, when she looked as if she was going 
to vomit and almost immediately started to have convulsions. 
She had no history of epilepsy. She was admitted to hospital, 
where she was found to be in a state of decerebrate rigidity, in 
which she remained until her death eight days later. At 
necropsy no macroscopic evidence of disease was found. The 
pathologist reported that microscopical examination showed 
cellular degeneration in the lenticular nuclei, resembling that 
seen in carbon-monoxide poisoning. He thought it was due to 
idiosyncrasy to nitrous oxide. 


Investigation of the Circulation under Dental Gas 
Anesthesia 

Reviewing the evidence I had collected, I felt that the 
most likely explanation of the sequels in most cases was 
severe hypoxia, resulting from patients being kept 
upright during syncope, and possibly exacerbated by 
restriction of oxygen in the anesthetic mixture. In 
many cases the syncope appeared to have taken the form 
of a common fainting attack. 

No study of the circulation under dental gas seems to 
have been made since that of Wright and Thompson 
(1930). They found that some subjects had a precipitous 
fall in blood-pressure, which they thought was cardiac 
in origin. They did not discuss its potential danger in 
relation to the position of the patient. Methods then 
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available for continuously recording blood-pressure were 
qualitative only, and not very reliable. 


OBSERVATIONS 


The recent development of a quantitative and reliable 
method has made it possible. to study afresh the circu- 
latory changes under dental gas. Through the kindness 
of Prof. E. P. Sharpey-Schafer, I was able to arrange for a 
study using this method in the department of medicine at 
St. Thomas’s Hospital, to test my fainting hypothesis. 
I am indebted to him for making the blood-pressure 
recordings. 

15 subjects have been studied, 1 of whom fainted during 

anesthesia. They were men who came to hospital as 
outpatients for extraction of teeth under gas. 
» Arterial blood-pressure was measured with a capaci- 
tance manometer (Hansen 1949). The pressure was 
transmitted to the recording apparatus from a fine 
needle placed, under local anesthesia, in the brachial 
artery at the elbow, which was held at heart level. 


The patient who fainted, a man of 31, was pale, but with a 
normal amount of hemoglobin ; ordinarily, his blood-pressure 
and pulse-rate were normal. After the few minutes needed to 
prepare for pressure-recording he did not seem nervous, and 
I started to give the gas. I stopped the administration after 
forty seconds on being warned by the operator of the recording 
apparatus that his blood-pressure had fallen to a low level. 
I gave oxygen, tilted the chair backwards, and did not allow 
the extractions to be attempted. 

Just before the gas was started (first arrow, fig. 3) the heart- 
rate was 90 a minute and the blood-pressure 75/35 mm. Hg. 
During the administration the heart-rate slowed to 60 and 
the blood-pressure fell to 30/15 (second arrow). About then, 
gas was stopped and oxygen was given. About at the third 
arrow the patient was placed supine. This was followed by 
an increase in blood-pressure and heart-rate to levels higher 
than before the administration. The oxygen-saturation of 
arterial blood in the ear (measured by oximeter) fell to about 
65% at the third arrow. 

The patient appeared to take the anesthetic very satis- 
factorily ; there was no movement and his breathing was 
normal, Neither cyanosis nor increase in pallor was noticed by 
me or by other observers. When the gas was stopped and the 
mask lifted, small clonic contractions were seen on the left 
side of his face ; they drew up the corner of his mouth, giving 
the appearance of smiling. ° 

Full consciousness returned instantaneously when the chair 
was tilted backwards, and was accompanied by a momentary 
facial: flush. This was followed after a short interval by 


UPRIGHT POSITION’ — 
__N2O0 STARTED = 
== ===] TIME GAP 
- OF 15” 










Fig. 3—Secti of i record of arterial oxygen-saturation 
(upper tracing) and brachial arterial blood-pressure (lower tracing) 
in a man, aged 31, during nitrous-oxide anzsthesia in dental chair. 
There is a time gap of 15 ds b the i Oxygen- 
saturation at third arrow, about 65%. (The dip in the oxygen-tracing 
after third arrow is an artefact associated with changing the patient's 
position.) Calibration of blood-pressure in mm. Hg ; time-marker 
in seconds. 
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extreme pallor and profuse sweating, but the patient remained 
fully conscious, complaining of nausea. Half an hour later he 
felt faint on sitting up and had to lie down again. Malaise 
and pallor lasted more than an hour. His sensations when 
the gas was started were identical with those he had experi- 
enced previously with gas for dental extraction, when it had 
had no ill effect: he felt apprehensive, but not faint or sick. 


Another patient fainted in the chair after arterial 
puncture and before anesthesia was started; he lost 
consciousness, and there were small clonic twitchings in 
the face. He regained consciousness at once when 
placed supine, but became pale. A few minutes later, 
when raised upright, he fainted again. He was anes- 
thetised supine and the extractions were made, during 
which his blood-pressure rose and he became less pale. 

Another patient, who fainted before anesthesia was 
started and who recovered on being placed supine, was 
anesthetised upright without fainting and the extractions 
were made. He fainted again the moment the anesthetic 
was stopped, but instantly recovered on being placed 
supine. His systolic blood-pressure in the second faint 
fell to about 40 mm. Hg. 

In several other patients low blood-pressures and rapid 
heart-rates suggested that fainting was imminent, but 
they were anesthetised upright without fainting. Their 
blood-pressures increased during anzsthesia, though the 
increase was small unless respiration became obstructed. 


COMMENT 
Fainting is ordinarily trivial and harmless: the sub- 


ject falls down or is laid flat, regains consciousness at . 


ence nd soon recovers completely. During the war 
more than 25,000 blood-donors in the United Kingdom 
fainted, and all recovered (Barcroft and Edholm 1946). 
In dentists’ surgeries some patients faint directly their 
mouths are propped open (British Journal of Dental 
Science 1889), or even the moment they sit in the chair 
(British Journal of Dental Science 1897). Most of the 
faints that dentists see follow the injection of local 
anesthetics ; it appears to have been overlooked that the 
patient may also faint while he is being given gas. 
Fainting is then dangerous because its onset is easily 
mistaken for the onset of anesthesia, and the vital step 
of laying the patient flat may be taken too late. 


The Danger of Fainting under Gas 

The danger was clearly seen in the patient who fainted 
while being given gas during the recording of his blood- 
pressure, when we failed to recognise the onset of the 
attack even though we were watching for it. This is not 
surprising, since the main features of fainting—loss of 
consciousness and relaxation of muscles—are also the 
main features of anzsthesia. We mistook them for signs 
that the administration was progressing satisfactorily ; 
but, at the moment when we believed the patient to be 
safely ansthetised, his blood-pressure had fallen to a 
level at which, in the upright position, cerebral blood- 
flow probably comes to a standstill (Engel 1950a). 

Faints more severe than this have been observed. 
Eichna et al. (1947) and Greenfield (1951) recorded faints 
in healthy young men in which there were considerable 
periods of asystole. Spontaneous recovery from fainting 
ean take place in the upright position (Anderson et al. 
1946), though it is unusual (Engel et al. 1944), and 
fainting is likely to recur (Engel 1950b). When a patient 
is kept upright during fainting, therefore, there is always 
the possibility that his cerebral blood-flow may become 
arrested and remain in abeyance. When cerebral blood- 
flow stops, the brain is immediately in danger. 


The Brain’s Oxygen Reserve 

The metabolism of the brain depends on the oxidation 
of glucose. Since the brain stores glucose, the effects of 
sudden circulatory arrest are those of oxygen lack. At 
any one moment the brain and the blood within it together 


contain 7 ml. of oxygen. When its blood-flow stops the 
brain uses up this quantity of oxygen within ten seconds 
(Kety 1950); thenceforward, anoxia is absolute (Gerard 
1938). When the brain is deprived of energy for long 
enough, functional disturbances, coma, and irreversible 
cellular damage may result (Fazekas and Bessman 1953). 
The question is: how long can the brain be without 
oxygen and recover completely ¢ 

This question may be studied in cases of temporary 
cardiac arrest; but the time has never been precisely 
determined in man since it is difficult to define exactly 
either how long the circulation has been interrupted or 
what constitutes ‘‘ recovery.”’ Cases have been reported 
in which the patient was said to have made a complete 
recovery after days or weeks of disordered cerebral 
function after a brief period of cardiac arrest (Bailey 
1941, Noble 1946, Lampson et al. 1948, Fox 1949, Touroff 
and Adelman 1949, Lucas 1950, Turner 1950, Johnson 
et al. 1951). But it is difficult to suppose that the brain 
was undamaged ; and there may be degrees of mental 
impairment that escape notice. 

It is generally held that the brain can withstand up to 
four or five minutes of anoxia before it is irreversibly 
damaged, but Brock (1956) has said that it is per- 
manently damaged after three minutes. Study of case- 
reports (Nystrém 1930, Schwartz and Jezer 1932, Lewis 
1939, Rossen et al. 1943, Swan et al. 1952, Zoll et al. 
1954), in which the period of cerebral circulatory arrest 
was fairly accurately known, leads me to think that the 
time is even shorter than that given by Brock. The 
reports suggest that, whereas an arrest of nearly two 
minutes allows immediate recovery of normal function, 
even a small extension of this time is followed by severe 
sequels. Two and a half minutes of arrest, for example, 
may be followed by disturbance of consciousness lasting 
several hours. An interval, therefore, of about two 
minutes appears to be critical. This conclusion is in 
good agreement with experimental findings in animals. 


Animal Eaperiments 

In the dog, cerebral circulatory arrests of two minutes, 
four minutes, and six minutes may be followed, after 
periods of coma and stupor, by a return to completely 
normal behaviour (Kabat and Dennis 1938, Dennis and 
Kabat 1939, Kabat and Dennis 1939, Kabat et al. 1941, 
Grenell 1946, Horiuchi 1955). It should be noted, how- 
ever, that dogs, after only two minutes of arrest, after 
which their progress to recovery resembled that seen in 
some of the non-fatal dental cases, were found to have 
sustained permanent neuronal damage in the cerebral 
cortex and cerebellum. Dogs that eventually made a 
full functional recovery after four minutes and six 
minutes of arrest, and were able to do tricks they had 
previously learned, were found to have very severe brain 
damage (Kabat and Schadewald 1941, Grenell 1946, 
Horiuchi 1955). In the cat similar results were obtained, 
though this species withstood somewhat longer periods 
of anoxia before damage could be unequivocally identified 
(Weinberger et al. 1940a and b). 


CONCLUSIONS 


These observations suggest that, to cause delayed 
recovery of consciousness after dental gas, cerebral, 
hypoxia must be of a severity and duration equivalent to 
nearly two minutes, at least, of complete absence of 
oxygen in the brain. Moreover, the animal experiments 
make it difficult to exclude the possibility that even in 
the less severe dental cases the brain may have received 
permanent neuronal damage. 


Discussion 
DENTAL PRACTICE 


Epilepsy and stroke may have sequels closely resemb- 
ling those of’acute cerebral anoxia (Engel 1950c). But 
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there are reasons for thinking that they are rare as causes 
of delayed recovery after dental gas, nearly every 
case of which is probably due to anoxia, mostly from 
fainting. 
Fainting 

The conclusions reached above suggest that when a 
patient in the upright position faints severely enough for 
his cerebral blood-flow to become arrested, the attack 
will be followed by disturbance of cerebral function unless 
he is laid flat within two minutes of its onset. It would 
not be surprising, however, if a less severe faint, in which 
the cerebral circulation was only slowed, produced this 
effect almost as quickly in a patient under dental gas 
breathing mixtures poor in oxygen. It remains to be 
considered how a patient who has fainted under gas 
comes to be kept upright for two minutes or longer. 


The explanation lies in failure to diagnose the con- 
dition. For not only may the onset of fainting be 
mistaken for the onset of anesthesia, but also the minor 
convulsive movements may be mistaken for jactitations, 
for which oxygen is added in small amounts, and pallor 
and’ sweating for imminent vomiting, which is best 
handled with the patient sitting up. Moreover, present- 
day teaching, taking into account the vulnerability of‘the 
brain to anoxia and the fact that oxygen is restricted in 
this form of anesthesia, insists on the giving of oxygen 
as the first step in the treatment of an unfavourable 
reaction: the patient continues to be kept upright while 
this remedy is applied. In this way the upright position 
may well be maintained for a good deal longer than two 
minutes. 

On this basis also may be explained the uneven 
distribution of cases of delayed recovery in the practices 
of different dentists, all of whom probably meet with 
fainting under gas with equal frequency. More senior 
dentists, trained when the method of continuous adminis- 
tration of gas was not widely practised, accustomed 
themselves to operating with speed; and they were 
instructed by anesthetists familiar with the danger of 
chloroform syncope, for which the treatment was 
immediate recumbency or even inversion of the patient. 
Less attention was paid then to anoxia; pallor was the 
state to be feared and to be treated instantly by laying 
the patient flat. In the hands of these dentists, there- 
fore, fainting may be correctly and expeditiously treated 
even though the true nature of the condition is not 
understood. 

Fainting in the dental chair has been the cause of 
prolonged unconsciousness when no anesthetic was used 
(Coleman 1915); and, in a robust girl of 18, it caused 
stupor lasting four or five days, followed by a ‘‘ nervous 
fever ” which continued for months. When last heard of, 
four years later, this patient was still an invalid (Truman 
1890). 


Restriction of Oxygen 

Many patients dread anesthesia more than the opera- 
tion itself, which may explain the faints during induction 
of anesthesia. But fainting may also be caused by 
breathing mixtures low in oxygen. This was discovered 
by Schneider (1918) in airmen undergoing altitude tests, 
and was actually made use of by Anderson et al. (1946), 
using 7-10% oxygen in nitrogen, to induce fainting for 
experimental purposes. It may account for faints that 
are delayed until the administration of gas is stopped. 
Restriction of oxygen, however, may give rise to other 
dangers. 

The practice of compensating for the low potency of 
nitrous oxide by restricting the supply of oxygen was 
shown by Courville (1936, 1939) to result, on occasion, in 
fatal or crippling brain damage, even in patients anzs- 
thetised supine. As a result of Courville’s studies the 


practice was abandoned except for minor operations, 
which, it was thought, did not require restriction of the 
severity and duration needed to produce harmful effects. 
The signs of severe oxygen lack, it was supposed, were too 
alarming to be neglected, and the condition could be 
quickly reversed by giving air or oxygen (Macintosh and 
Bannister 1952a). 

This is true, however, only so long as the circulation 
remains in a hyperdynamic state, which, in some subjects 
breathing low-oxygen mixtures (especially when kept 
upright) soon gives place to a fall in blood-pressure that 
may be precipitous (Gellhorn 1937, Gellhorn and Lambert 
1939). In some cases this fall may be due to fainting, 
but, in the absence of fainting, there may. be syncope of 
another kind—‘ the syncope of asphyxia, the condition 
which obtains when cyanosis gives place to pallor” 
(Hewitt 1907). Its effect on the cerebral circulation 
may be no less serious than that of fainting, and may 
have accounted for case 5 and other cases reported 
to me. ‘ 

This form of syncope was probably the condition 
produced by McKesson (1920) in his misnamed “‘ satura- 
tion ” techniques for abdominal and other operations, as 
is apparent from Boyle’s (1934) description : 

“When I saw him do this it was an alarming sight. It 
consisted of giving gas until the pupils were widely dilated, 
the colour was grey, and the patient looked like death.- Then 
the lungs were distended with oxygen, and gradually the 
colour returned to pink. ‘That is primary saturation, 
said McKesson, and then he proceeded to do it all over 
again.”” 

I have seen “‘ primary saturation ” practised today in 
dental-extraction clinics in London, sometimes acciden- 
tally and sometimes deliberately to overcome “ resis- 
tance.” In the few hundred administrations of gas that 
I have observed, I have twice seen breathing arrested in 
this way ; in 1 of the patients recovery of consciousness 
was delayed. 

The harmful effects of restricting oxygen in dental 
anesthesia may be summarised as follows: (1) it may 
cause fainting ; (2) it may give rise to syncope of another 
kind ; and (3) it may, in either form of syncope, exacer- 
bate the hypoxia. 


Fatal Cases 

Weiss and Wilkins (1937) have pointed out that the 
heart, as well as the brain, is endangered by the ischemia 
of fainting, which may, in subjects kept upright, cause 
instantaneous death from asystole or ventricular fibril- 
lation (Weiss 1940). Thus, fainting is sometimes the 
cause of death in elderly patients who die suddenly on 
getting out of bed after prolonged -rest ; the danger is 
particularly great if they are propped up in a chair so 
that the body cannot assume a horizontal position, when 
dangerous cerebral ischemia rapidly results (Weiss 
1935a). The Roman crucifixion is an example of death 


_ from fainting while the upright position is forcibly main- 


tained (Weiss 1935b), which may also be one of the 
causes of death in wedged crowds (Sharpey-Schafer 1956). 
Fainting has caused death in the dental chair in the 
absence of any form of anesthesia (British Journal of 
Dental Science 1882, 1892). 

In most of the immediately fatal dental cases, the 
patients seem to have died from this cause, though some- 
times lack of oxygen in the anesthetic mixture may 
have played an important part. It is an attractive 
hypothesis that the condition, formerly known as 
‘status lymphaticus” and called by Macintosh and 
Bannister (1952b) “‘ status periculosus,” may be simply 
proneness to severe fainting attacks. 


Prevention 
Prevention of severe anoxia, must await the develop- 
ment of safe and satisfactory methods of giving anzs- 
L2 
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thesia for dental extraction without restriction of oxygen 
and with the patient lying down. Meanwhile, many 
cases could be prevented if dentists and dental anes- 
thetists were warned of the dangers of the upright position 
and of the significance of pallor. It is of paramount 
importance in such cases to lay the patient flat without 
delay ; oxygen should be given later. ‘‘ Any dentist 
neglecting to place his patient in a horizontal position 
will fail to acquit himself of blame in case of a death 


from syncope . . . This position should be secured on the 
first symptoms of fainting . . . ” (Morrison 1873). 
Treatment 


When recovery is delayed, on no account should the 
patient be sent home in stupor. After anoxia, patients 
often have a remission and then relapse. In 1 of Steeg- 
mann’s (1939) cases the patient relapsed and died after 
having recovered sufficiently to be discharged from 
hospital ; and Courville et al. (1953) described a patient 
who regained consciousness and talked half an hour 
after a nitrous-oxide anoxia, but became permanently 
spastic and demented. 


The patient should therefore be kept flat and sent to 
hospital, where he should be nursed in this position and 
kept under observation until he has completely recovered. 
Benefit has been obtained from intravenous injections 
of hypertonic solutions of sucrose (Argent and Cope 1956). 


SURGICAL PRACTICE 


It is a principle of surgical nursing for patients, 
particularly elderly ones, to be propped up in bed after 
operations on the abdomen, thorax, breast, thyroid, and 
prostate. Nurses soon learn that if this is done too early 
the patient may immediately pass into a state of ‘‘ shock,” 
with pallor, sweating, and sometimes loss of consciousness. 
The propping-up process is therefore delayed and often 
done in stages; but by nine or ten o’clock at night 
most of the patients operated on during the day are 
upright. 

Delay in propping patients up, however, does not 
prevent the onset of ‘‘ shock,’ which may develop in 
patients in whom it is unexpected and after they have 
been upright several hours. 2 fatal.cases have come to 
my notice : 

A very nervous woman of 28, who had had an abdominal 
operation the previous day, was noticed in the early morning 
to be extremely pale, sweating, and semi-comatose. She was 
immediately laid flat and attempts were made to resuscitate 
her. But she did not regain consciousness, and died three 
hours later (Crane 1957). 

A woman of 79 was anesthetised during the afternoon for 
the removal of her gall-bladder. She regained consciousness 
before leaving the operating-theatre, and at nightfall her 
condition was completely satisfactory. She was propped 
upright and given morphine. During the night she complained 
of pain and was again given morphine. In the early morning 
the night nurses, making beds, found her “ asleep,” pale and 
sweating profusely. They made her bed, taking care not 
to disturb her. Half an hour later she was noticed to be 
dead. 


At necropsy no lesion was found in either patient to 
account for death. In the older woman, the heart-muscle 
and its vessels were remarkably healthy. Death was 
attributed to surgical shock. 

It seems probable that this form of “shock” is 
nothing but a common fainting-attack, many factors 
being present to evoke the fainting-reflex (including the 
upright position, loss of blood at operation, pain, 
morphine, nausea, and heat from hot bottles and 
blankets). If this is correct, the same danger arises here 
as in dental or other cases in which the upright position 
is forcibly maintained during fainting. In surgical 
practice, however, the danger is especially great, since 
there must inevitably be considerable periods during the 
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night when any given patient is not under direct observa- 
tion. Moreover, in a dimly lighted ward, fainting may be 
mistaken for normal sleep. 


Fainting may have accounted for the 9 cases reported 
by Hunter (1949), in which normal recovery from 
anesthesia was followed six to eighteen hours later by a 
lapse into light coma or profound dementia, and death 
within the next few days. Both the clinical features 
described by Hunter and the bilateral focal necrosis 
found in the cerebral cortex on histological examination 
were entirely consistent with severe cerebral anoxia from 
fainting. The patients had undergone operations (7 
radical mastectomies, 1 thyroidectomy, and 1 abdomino- 
perineal resection of the rectum) in which there is con- 
siderable loss of blood and after which it is customary 
for the patient to be propped up in bed. 


Fainting may also have accounted for some of the 
cases referred to by Bedford (1955), whose study has 
grave implications. He found that in no less than 10% 
of a large group of elderly patients who had undergone 
operations, there was a prima-facie case for the allegation 
of relatives that the patient had ‘“‘ never been the same 
since his operation.”” They had, in fact, various degrees 
of dementia. In most of them the dementia was minor, 
but in some it was extreme. 

I do not wish to imply that all disturbances of cerebral 
function after operation are due to a low-blood-pressure 
state, or that a low-blood-pressure state is always due to 
fainting. Nevertheless, it seems to me that fainting may 
be a common cause of catastrophes of this kind. Elderly 
patients who lapse into coma and die, as sequels of 
fainting, may be thought to have had a stroke. 


IS THE UPRIGHT POSITION NECESSARY ? 


In dental practice the need for the upright position 
during nitrous-oxide anesthesia was challenged in the 
earliest years of its use, when Morrison (1873), referring 
to the danger of syncope, wrote: ‘‘ Many of our best 
surgeons will not, under any circumstances, administer an 
anesthetic in the erect posture, and in this respect 
the present practice of dentists is deemed reckless 
by them, and justly too, for there is no valid excuse 
for it.” 

In surgical practice it seems to have still less justifi- 
cation. For the main purpose of propping patients up, 
as far as I can discover, is to prevent postoperative 
pulmonary complications, of which the most serious is 
atelectasis due to inability to cough up sputum. But 
Brock (1936) has pointed out that productive coughing 
is difficult in the sitting posture, the lateral or semi- 
prone position being best for this purpose. He recom- 
mended that at least three times a day all pillows should 
be removed and the patient placed in the lateral position 
to let him clear his lungs. If this is so, should not 
the upright position be reserved for cases in which 


there are real indications for it, and its routine use 


abandoned ? 

Perhaps in dental and surgical practice we do not 
sufficiently heed the warning given a hundred years ago 
by Benjamin Ward Richardson (1854). Referring to 
fainting in relation to posture, he wrote: ‘‘ Death 
absolutely would indeed soon occur if the erect position 
of the body continued ... but... the body falls or is 
laid down in the horizontal position, and by this simple 
act the conditions previously existing are entirely 


changed .. .” 
Conclusion 


The upright position of the patient in the dental 
chair during the administration of gas, or propped up in 
bed after a surgical operation, is potentially dangerous : 
the patient may faint, and unless the attack is noticed at 
once and the patient is laid down in the horizontal 
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position, he may die or his brain may be permanently 
damaged. 


I wish to thank the dentists for their helpful coéperation. 
I am also grateful to Prof. Alfred Meyer for examining the 
brain in case 13, and to Prof. E. P. Sharpey-Schafer for 
making the blood-pressure recordings. For permission to 
publish cases I am indebted to Dr. W. H. Gabb (case 1), 
Dr. W. G. Tilleke and Dr. W. Whitelaw (case 7), Dr. A. H. 
Saleh (case 8), Dr. D. Livingstone (case 9), Dr. D. E. Price, 
Dr. A. B. Slack, and Mr. J. J. Wright (case 12), Dr. D. M. 
Anderson and Dr. A. A. Miller (case 13), and Dr. V. K. 
Summers (case 14). 
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CEREBRAL DAMAGE FROM SHOCK 


DUE TO DISEASE IN AGED PEOPLE* 

WITH SPECIAL REFERENCE TO CARDIAC 
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THe human brain is extremely vulnerable to even 
short periods of vascular insufficiency (Courville 1939, 
Hoff et al. 1945, Corday et al. 1953). Moreover the 
cerebral circulation of many elderly people is already 
becoming defective (Himwich 1951). There is therefore a 
strong theoretical probability that permanent damage to 
the brain from ‘‘ cerebral circulatory failure” (Corday 
et-al. 1953) will follow the ‘‘ shock-state’’ which may 
complicate cardiac infarction, pneumonia, and severe 
diarrhea, especially in old people. 

These diseases are common in old age and are by no 
means invariably immediately lethal, now that so many 
powerful therapeutic measures are available. It is there- 
fore surprising that so few observations have been recorded 
on the adverse cerebral effects which may follow these 
conditions in elderly people.’ Physicians have, of course, 
long been aware that many diseases which may disturb 
the cerebral circulation may be followed, quite indepen- 
dently of cerebral infarction and vascular thrombosis, 
by transient mental and neurological upsets in patients 
old or young (Bean and Read 1942, Cole and Sugarman 
1952, Lancet 1952); but it is not so widely appreci- 
ated that adverse cerebral effects following cardiac 
infarction, pneumonia, and severe diarrh@a are not rare 
in elderly people, and that minor dementias and even 
catastrophic permanent mental impairment may occa- 
sionally be the aftermath. 

I review here 14 cases of extreme dementia which 
developed in this way, some of which have been reported 
briefly elsewhere (Bedford 1956a). 


Method . 


More than 6000 patients (4756 inpatients and the 
remainder outpatients), aged 65 or more, were studied in 
the Oxford Geriatric Unit, Cowley Road Hospital, in the 
71/. years ending Dec. 31, 1956. 


The obstacles to accurate assessment of the part 
played in the development of dementia in old people by 
any dramatic episode such as hemorrhage, acute severe 
disease, accident, and surgical operation, and the methods 
whereby these difficulties may be allowed for, have been 
described previously (Bedford 1955, 1956b). 


Oriteria of Selection 

(1) All the patients selected had extreme vasomotor 
collapse due either to a proved acute myocardi 
infarction, or to proved acute lobar pneumonia or 
bronchopneumonia, or acute severe diarrhea, and to 
no additional cause. 


(2) They developed their ‘‘ shock-state ” while in hos- 
pital under my supervision and were seen by me before 
as well as after their collapse, particular note being taken 
of their intellect, memory, and habits, and their ability 
to fit into their.environment. Further information was 
obtained from other people with intimate knowledge of 
them—trelations, friends, neighbours, almoners, doctors, 
and nurses. They were fully investigated clinically and 
all were followed up until they died; they all came to 
necropsy. 

* The basis of a Communication to the Fourth Congress of of 
the International Association of Gerontology, Merano, 
Italy, July, 1957. 
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(3) They were regarded as mentally entirely normal 
old people before their collapse. 

(4) Their deterioration of intellect, personality, and 
performance amounted to extreme dementia. 

(5) They remained alive for at least four weeks after 
their collapse. 

(6) Excluded were patients shown at necropsy to have 
had macroscopic cerebral infarction, however long ago, 
and those whose collapse-state may possibly have 
been caused by diseases other than those enumerated 
above. 

In the period of study 7 patients with acute myocardial 
infarction, 5 with acute pneumonia, and 2 with severe 
diarrhw@a (both due to salmonella dysentery) satisfied the 
above-mentioned criteria. The cardiac group comprised 
3 men and 4 women, aged 65-89 (average 76); the 
pneumonia group comprised 3 men and 2 women, aged 
67-82 (average 79); and the 2 patients with dysentery 
were both men, one aged 80 and the other 82 (average 
81). 

Representative Case-reports 


Case 1.—A woman, aged 85, was admitted for convalescence 
and physiotherapy twelve days after the insertion of a Smith- 
Petersen pin under general anesthesia for a fracture of the 
neck of the right femur. At the time of the accident she had 
not lost consciousness, and on admission to hospital she had 
given a clear account of herself. She had withstood her opera- 
tion well, and her postoperative progress had been smooth and 
uneventful. Full clinical examination and special investiga- 
tions showed her to be in all ts a healthy old woman 
both mentally and physically. Her blood-pressure was 140/80 
mm. Hg. She was cheerful and codperative, and her memory, 
intelligence, and general knowledge were all of high order. 
She had formerly been an elementary-school teacher and spent 
many hours each day writing diverting replies in exemplary 
copper-plate to letters from her former pupils in all parts of 
the world. 

Collapse.—Six weeks after her fracture, when she was already 
bearing weight and walking a little with assistance, she 
collapsed without warning and lost consciousness whilst 
sitting in a chair. When she was seen two minutes later, her 
blood-pressure was unrecordable and her radial pulses were 
imperceptible. She was cold, clammy, and profoundly 
shocked. Her heart sounds were barely audible, her heart-rate 
was more than 140 a minute, and the rhythm irregular. Her 
respiration was shallow and irregular, but there were no 
abnormal physical signs in the chest. She was deeply uncon- 
scious and unresponsive to all stimuli. She had generalised 
muscular flaccidity, more severe on the left side of the body 
than on the right; all her tendon-jerks were depressed, 
and both plantar reflexes were extensor. She appeared 
moribund. 

Treatment and progress.—General resuscitative measures 
were applied, and leptazol was given in repeated doses (this 
was the only drug administered, treatment with noradrenaline 
not yet having been introduced). After seventy-five minutes 
she showed an unexpected improvement, which was subse- 
quently sustained. Her blood-pressure became recordable at 
60/40 mm. Hg, and her cardiac impulse more forcible, with 
auricular fibrillation at 120 a minute. Her blood-pressure 
gradually rose to 100/70 mm. Hg over the next fifteen minutes 
and finally to 120/80 twenty minutes later by which time 
sinus rhythm had been restored at a rate of 80 a minute. A 
transient pericardial friction rub became audible and remained 
so for thirty-six hours. Electrocardiography showed the 
Pardee pattern of acute anterior cardiac infarction. Other 
investigations, including chemical analysis of the blood, were 
negative. Heart-failure did not supervene, and her physical 
recovery was subsequently smooth and uninterrupted. She 
remained in coma for eight hours, after which consciousness 
and reflex activity rapidly returned, but her left plantar 
response remained extensor for forty-eight hours. Her mental 
state, however, had suffered catastrophic deterioration and 
showed little improvement over her five months’ survival. 
She was incontinent of urine and feces, unable to feed herself, 
and monosyllabic and irrelevant in answering questions, which 
manifestly she could not understand ; she did not know her 
own name, did not recognise her attendants, friends, and 
relations, and could not attend to her simplest needs. She 
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died suddenly of a further coronary tanks five months 
later. 

Necropsy showed gross coronary atherosclerosis, with a 
recent thrombus occluding the anterior descending branch of 
the left coronary artery, and an old healed anterior cardiac 
infarct. The cerebral arteries were moderately atheromatous, 
but there was no evidence of cerebral vascular occlusion or of 
infarction. 

Case 2.—A clergyman, aged 68, was referred to hospital 
for treatment of painful osteo-arthritis of the hips and was 
admitted when glycosuria due to diabetes mellitus was dis- 
covered on routine examination. The diabetes was of the 
mild “ senile obese’ type (he weighed 14 st. and measured 
5 ft. 9 in.) and was satisfactorily controlled, without insulin, 
by dietary restriction alone. Angina of effort and progressive 
dyspneea on exertion for two years had ceased to trouble him 
six months ago in proportion to the curtailment of physical 
activity enjoined by his painful hips. His heart was moder- 
ately enlarged ; there were no murmurs ; his pulse was regular 
at 72 a minute ; blood-pressure 160/90 mm. Hg; and blood- 
cholesterol level 310 mg. per 100 ml. Electrocardiography 
showed Q and T changes indicating an old posterior myo- 
cardial infarction. Glucose tolerance was impai (140 mg. 
per 100 ml. fasting and 180, 210, 190, and 170 half, one, one 
and a half, and two hours after 50 g. of glucose by mouth). 
Radiography confirmed the diagnosis of osteo-arthritis of the 
hips. Detailed inquiry, physical examination, and special 
investigations were otherwise negative. Intellectually the 
patient was well above average ; a man of wide interests and 
considerable erudition, his excellent memory and sound logic 
made him a formidable opponent in debate. He was neverthe- 
less kindly, helpful, and considerate ; cheerful, tolerant, and 
a good raconteur, he was dearly loved by his parishioners and 
was a popular favourite in the ward. Although a connoisseur 
of wine and food, he accepted his dietary restriction 
with amusing resignation. 

Collapse.—Six days after admission, while playing chess 
with another patient, he abruptly collapsed and lost conscious- 
ness. The event was witnessed by a doctor watching the play. 
The patient had put his right hand to his chest and exclaimed 
“Oh!”’, his ruddy complexion lost its colour, and he had 
slumped forward in his chair, apparently dead. His radial 
pulse was imperceptible, his heart silent, and his blood- 

ressure unrecordable. Respiration appeared to have ceased, 
but a mirror held near his mouth was intermittently clouded, 
and electrocardiography showed ventricular tachycardia at 
180 a minute. 

Treatment and progress.—A surprising and unexpected 
response followed the administration of leptazol and quinidine 
in that, although his blood-pressure remained unrecordable, 
his pulse became palpable, some colour returned to his face, 
respiration became obvious, and the ventricular tachycardia 
was superseded by sinus rhythm at a rate of 160 a minute. 
Thereafter improvement was progressive and sustained, but 
the blood-pressure, which never subsequently rose above 
120/80 mm. Hg, had been unrecordable for thirty-five minutes, 
60/40 mm. Hg for a further ten minutes, 80/45 mm. Hg for a 
further fifteen minutes, and below 100/60 mm. Hg for ninety 
minutes. Later a fleeting pericardial friction rub was heard, 
ographic changes of acute anterior cardiac 
infarction y wee ne Heart. failure did not supervene, and 
the pulse settled to a regular 60 a minute under the influence 
of digitalis and quinidine. The patient was in coma for six 
hours, during which time both his plantar reflexes were 


extensor, all his muscles were flaccid, and no tendon-reflexes . 


could be elicited. Consciousness and reflex activity gradually 
returned over the next two hours, and a left hemiparesis with 
Ls nereryee signs, comprising enhanced reflexes and an extensor 
tar response, 7 for forty-eight hours. His men- 
tality, however, had suffered tragic deterioration and showed 
little or no improvement during the rest of his life. He was 
unaware of his surroundings and incontinent of urine and 
feces. He could not dress or feed himself without assistance 
and never learnt to walk again. He responded to his name 
but could not sustain # conversation, his replies being mono- 
syllabic and irrelevant. He showed almost no spontaneous 
volitional activity but sat mute and unmoving throughout the 
day. He remained in this state until his death, three months 
later, from massive pulmonary embolism following venous 
thrombosis in his right leg. 
Necropsy confirmed the diagnoses made in life. The cerebral 
arteries were moderately atheromatous; there was no evi- 
dence of cerebral vascular occlusion or infarction. 
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Case 3.—A spinster, aged 72, had been seized, while weeding 
her garden, by excruciating left-sided sciatic pain which had 
completely incapacitated her. She was admitted to hospital 
next day because she lived alone and arrangements could not 
be made for her to be looked after at home during her enforced 
stay in bed. Her sciatica was due to prolapse of the disc 
between her 4th and 5th lumbar vertebre and responded 
satisfactorily to orthodox conservative treatment in bed. 
Detailed inquiry, full clinical examination, and special investi- 
gations were negative. Apart from the sciatica she was 
physically normal and indeed a very well-preserved old 
woman. Her blood-pressure was 150/85 mm. Hg. She was 
above average in intelligence, memory, general knowledge, 
and awareness of current affairs. She was cheerful and pleasant 
and took considerable pride in her house, her garden, and her 
two cats, to all of which she devoted unremitting care. She 
lived alone, had no near relations, and had ample means. 
She spent much time on church affairs and in charitable work. 
She still dressed in Victorian style and was a respected and 
well-known communal figure. 


Collapse.—On the sixth day in hospital she developed a 
fulminating bronchopneumonia ushered in by rigors, and 
collapsed in acute peripheral circulatory failure. Her extremi- 
ties were cold and cyanosed, her blood-pressure was unrecord- 
able, her peripheral pulses were imperceptible, her heart 
sounds barely audible and extremely rapid at 150 a minute, 
and her respirations shallow and fast at 80 a minute. , She 
appeared to be moribund. 


Treatment and progress.—Intravenous antibiotics and 
leptazol, together with general resuscitative treatment (nor- 
adrenaline therapy had not yet been introduced) proved 
remarkably and unexpectedly effective. After twenty-four 
hours she appeared to be no longer in danger, and thereafter 
the pneumonia occasioned no concern. Her blood-pressure had 
been unrecordable for more than one and a half hours, 60/40 
mm. Hg for one hour, 80/60 mm. Hg for two hours, and 
100/70 mm. Hg for twenty-four hours, and thereafter rose 
gradually to normal. She was in coma for four hours, with 
flaccid musculature, absent tendon-jerks, and bilateral 
extensor plantar reflexes. She gradually recovered conscious- 
ness over the succeeding twelve hours, but the extensor plantar 
responses persisted for forty-eight hours. Her mentality, 
however, had suffered a catastrophic deterioration and showed 
no improvement during the remaining five months of her life. 
She was incontinent of urine and feces and, although able to 
see and hear and to recognise her name, she could not obey 
simple commands, and showed almost no attribute of human 
mentality. She was unable to feed herself and was never able 
to walk again. She had brief outbursts of meaningless shouting 
and would then lapse into a mute or muttering torpid dementia. 
She died of bronchopneumonia five months later. 


Necropsy showed only mild atherosclerosis of her coronary 
and cerebral arteries and no evidence of vascular occlusion or 
of infarction of the heart or the brain. 


Case 4.—A man, aged 81, was admitted, from a municipal 
home for elderly people, with pain in his right hypochondrium, 
jaundice, and generali pruritus. He was found to have 
scabies and acute cholecystitis, and recovered rapidly from 
both in response to treatment. Full clinical examination and 
special investigations showed no abnormality other than 
cholelithiasis, for which it was decided that surgical treat- 
ment was inadvisable unless he had further symptoms. His 
blood-pressure was 140/80 mm. Hg. He had been a general’ 
labourer and was of average intelligence for his class in society. 
He read the newspapers, was fond of a “ flutter on the horses,”’ 
filled in his pools coupons each week, liked a glass of beer, 
smoked a filthy old pipe, played darts, and argued politics. 
He was a cheerful and likable character, sturdy, independent, 
and very typical. 

Collapse—On the day he was due for discharge he 
developed a fulminating bronchopneumonia, and in spite 
of vigorous treatment with antibiotics he collapsed and lost 
consciousness during @ rigor, in acute peripheral circulatory 
failure. 

Treatment and progress.—General resuscitative measures, 
although promptly applied, were unavailing; his blood- 
pressure was unrecordable, and he appeared moribund. His 
hypotension responded immediately to noradrenaline given by 
continued intravenous drip, first in dextran and later in saline 
solution, and the blood-pressure was maintained at 120/70 
mm. Hg without difficulty by adjusting the rate of flow. The 


noradrenaline drip was discontinued after twelve hours ; his 
blood-pressure subsequently remained steady at 140/80 mm. 
Hg,-and his physical condition thereafter occasioned no 
serious concern. The extreme hypotension had not lasted 
longer than twenty minutes, but he had been in coma for 
five hours and showed the physical signs of a transient right 
flaccid hemiplegia for thirty-six hours. His cardiac rhythm 
had been regular throughout, and electrocardiography was 
normal. His mentality, however, had suffered irreparably 
and catastrophically. Until his death nine months later, from 
massive pulmonary embolism following thrombosis of a deep 
vein in his right leg, he remained abjectly demented and 
virtually devoid of any attribute of human intelligence. His 
vegetative torpid existence was interrupted for brief periods 
by meaningless shouting for which no cause could be ascer- 
tained. Although he could see and hear and appeared to know 
his own name, he was incontinent of urine and feces, unable 
to obey the simplest commands, could not feed himself, 
took no interest in his surroundings, and never walked 


again. 
Necropsy showed no evidence of vascular occlusion or of 
infarction other than in the lung and the leg; the cerebral 


and coronary arteries were only moderately atheromatous. 


Case 5.—A man, aged 80, was admitted for treatment of a 
large chronic varicose ulcer of his right leg due to thrombosis 
of a deep vein following an injury sustained fifteen years 
previously. The ulcer was treated with wet antiseptic dressings 
until it became clean and it subsequently healed completely 
after the application of split-skin grafts. Detailed physical 
and mental assessment showed that the patient was otherwise 
an entirely healthy old man. His blood-pressure was 145/85 
mm. Hg. He was intelligent, alert, coéperative, and interested 
in day-to-day affairs. He had retired from a printing establish- 
ment at the age of 65 and subsequently pursued a gentle even 
tenor of life, indulging his hobbies, chiefly fishing and garden- 
ing, and taking a deep interest in his large and devoted 
family. He was a quiet and kindly little man, deeply respected 
and well loved. 


Collapse.—He developed an abrupt attack of severe diar- 
rhea shown later to be due to Salmonella typhimurium. The 
flux was uncontrollable, and he rapidly collapsed and became 
unconscious. He was profoundly shocked and dehydrated ; 
his blood-pressure was unrecordable ; his skin was wrinkled, 
dry, and cold ; his extremities were cyanosed, his peripheral 

ulses imperceptible, his respirations shallow and slow, and 
his heart sounds feeble and rapid. His muscles were flaccid, 
and both plantar reflexes were extensor. 


Treatment and progress.—Rapid intravenous replacement 
fluid therapy eventually restored his blood-pressure to normal, 
but it had been unrecordable for sixty-five minutes and lower 
than 100/60 mm. Hg for two and a half hours. Thereafter it 
rose and remained steady at his normal 145/85 mm. i, on 
intravenous therapy was discontinued after twenty-four . 
His blood chemistry was then normal, and his urinary excretion 
was satisfactory. After four hours’ deep coma he became 
responsive to painful stimuli, and over the next twelve hours 
consciousness was gradually restored. The physical signs of 
transient left hemiparesis persisted for forty-eight hours, but 
subsequently his physical recovery was uneventful. His mental 
state, however, was one of extreme dementia and showed 
little or no improvement during the rest of his life. He was 
incontinent of urine and feces, could not feed himself, did not 
know his own name, made monosyllabic and irrelevant replies 
to questions,. could not ise his relations, and never 
walked again. He died of bronchopneumonia five months 
later. 

Necropsy showed only slight atheroma of the cerebral ves- 
sels, and none of the coronary arteries. There was no evidence 
of vascular occlusion or of infarction of the heart or the brain. 


Discussion 


In these summaries details of physical examination, 
special investigations, and necropsies have been largely 
omitted because they do not add materially to this 
discussion and because the cases showed no conspicuous 
differences. The histological examination of necropsy 
material (for which I am indebted to Dr. F. D. Bosanquet 
and Dr. P. M. Daniel) has not proved helpful in these 
cases, because it is extremely difficult to distinguish with 
certainty between changes specifically due to anoxic and 


a es 


—— 


eee 











re - “s 72 


et 
“PSE Rrh Unetnd > ements deineaitamineten enreek 





pores 














508 THE LANCET] 


ischemic states and those due to diffuse cerebral vascular 
disease in old age (Bedford 1955, 1956b), but this view is 
not universally held (Meyer 1956). 


Incidence 

In previous communications on allied topics (Bedford 
1955, 1956b) I tried to relate the incidence of this cerebral 
catastrophe to the hospital incidence of the causal 
disease ; but in the present study no accurate assessment 
was possible. 

The crude incidence of extreme dementia following 
cardiac infarction is 7 cases in 4756 inpatients (0-15%) ; 
following pneumonia 5 cases in 4756 inpatients (0-11%) ; 
and following severe diarrhoea 2 cases in 4756 inpatients 
(0-04%). 

“* Shock-states ”’ in elderly people are, however, often 
rapidly lethal; and, in spite of the most energetic 
measures promptly and vigorously applied, few of such 
patients survive long enough to reach a stable mental 
state, particularly when severe shock supervenes on 
myocardial infarction (which is very common in this 
hospital but is not often complicated by profound 
hypotension). 

Pneumonia too is an extremely common primary and 
complicating disease in this age-group and often reaches 
epidemic proportions ; it is a common cause of death in 
many other diseases (Bedford and Caird 1956). During 
epidemics and when it complicates other diseases (often 
in themselves lethal—e.g., cancer, uremia, and congestive 
heart-failure) the ‘‘ shock-state”’ frequently develops but 
cannot be properly ascribed to the infection, wherefore 
such’ patients have been excluded from this study. 

Diarrhe@a, which is often severe, is endemic and, on 
occasions, epidemic in this hospital, often in association 
with penicillin-resistant staphylococci and with various 
dysenteric organisms—usually Clostridium welchii and 
Streptococeus faecalis. In the seven and a half years of 
this study there were at least 248 cases (the number is a 
minimum, the total not being accurately known). 180 
of these patients had vasomotor collapse, and 57 died 
either as a result of ‘‘ shock,’ or of overwhelming tox- 
mia, or of renal complications, or of biochemical derange- 
ments (in water, sodium, and potassium) which could 
not be corrected sufficiently rapidly to prevent death. 
Of the 123 survivors only 2 showed the extreme dementia 
described above—an incidence of 1-6%. 

All that can properly be stated at this stage about the 
incidence of extreme dementia in elderly people after 
‘shock’? due to cardiac infarction, pneumonia, and 
severe diarrhea is that it is by no means rare when the 
high mortality of the causal disease is reduced by prompt 
and energetic treatment. 

I am only dealing here with irreversible and unequi- 
vocally extreme dementia. Minor degrees of dementia 
certainly develop and, although difficult to present con- 
vincingly, could be assessed by psychometric testing of all 
patients before and after the event. They have been 
excluded from the present study because - facilities for 
psychometric testing on such a large scale were not 
available, and prospective selection of patients was not 
feasible, because the event could not be anticipated in 
any individual case. 

Whatever the true incidence may be, the case-reports 
given above clearly establish that an irreversible gross 
dementia may occasionally be the aftermath of ‘‘ shock- 
states’? due to cardiac infarction, pneumonia, and 
severe diarrhea in elderly people. Even though the 
incidence may be low, the gravity of the catastrophe 
demands notice as an apparently little realised complica- 
tion of these diseases. 








Causes of Brain Damag. 
Although in all the three conditions under discussion 
there is a common factor—‘ shock ” with severe hypo- 
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tension—there are complicating factors which demand 
individual appraisal. 

The delayed pulmonary complications of coma (aspira- 
tion collapse, infarction, pneumonia, &c.) which can lead 
to brain damage from cerebral anoxia (Bedford 1955, 
1956a, b, and c) were not a factor in the patients with 
myocardial infarction or with diarrhea, because the 
dementia was invariably apparent as soon as they 
recovered consciousness. 

Drugs which depress respiration—e.g., morphine and 
barbiturates—cannot be incriminated in any of these 
cases, because they were not used, even in the patients 
with cardiac infarction. 

Factors contributing to the dementia and common 
to all three diseases are the degenerative arterial processes 
which reduce cerebral blood-flow in many elderly people 
(Himwich 1951) and the diminished ability in old age to 
learn new skills (Welford 1950) and so to compensate for 
any damage done. 


Cardiac Infarction 

There can be little doubt that the precipitating factor 
was the cerebral anemia or anoxia—these are not yet 
clinically distinguishable, whatever the validity of claims 
that they give rise to different histological pictures (Hoff 
et al. 1945, Lucas 1956). The cerebral ischemia was 
associated with a ‘‘ shock-state,”’ the sequence of events 
being cardiac infarction— fall in blood-pressure evoca- 
tion of baroceptor reflexes— tendency towards restoration 
of blood-pressure by peripheral vasoconstriction, &¢.> 
failure of hom@ostatic reflex mechanisms— fall in blood- 
pressure-> cerebral circulatory failure. 

The cause of the fall in blood-pressure following cardiac 
infarction is not clearly established. It is not entirely 
due to failure of the left ventricle to maintain cardiac 
output but is probably also mediated by reflex mechan- 
isms not yet fully elucidated. The immediate mechanism 
of brain damage following cardiac infarction is thus 
probably simple and analogous to that following acute 
severe hemorrhage (Bedford 1956b). 


Pneumonia 

In pneumonia there are complicating factors in addition 
to the cerebral ischzemia-anoxia consequent upon the 
** shock-state "namely, anoxic anoxia and profound 
toxemia due to the pneumonia, and biochemical dis- 
turbances associated with severe infections in elderly 
people (Allison 1952). I have, however, never observed 
this state of permanent extreme dementia to follow 
pneumonia uncomplicated by shock. 

The combination of hypotension and anoxia is particu- 
larly damaging to the brain (Sharpey-Schafer 1956), and 
toxemia probably exerts a similar synergistic enhance- 
ment—histotoxic anoxia plus ischemic-anoxic anoxia. 
Possibly, however, the effect is exerted indirectly on the 
baroceptor reflex mechanisms rather than directly on the 
brain. 


Biochemical disturbances are a potent cause of cerebral. 


disturbances (Allison 1952) not only through oligemic 
shock in severe depletion of sodium but also by derange- 
ment of the ionic balance between sodium, potassium, 
and calcium at the cell “‘ membrane” (Bedford 1957). 
It is impossible to disprove that one or other of these 
factors caused the dementia in these cases, but the bio- 
chemical disturbances probably played little part, 
because they were carefully watched for and rapidly 
corrected in all the patients (cases which do not fulfil 
this criterion were excluded from the present study). The 
anoxic anoxia too was controlled as vigorously as possible 
by mask or by pernasal inhalation of oxygen at rapid 
rates of flow and by suction of the air passages and 
percussion-postural drainage. The infection was brought 
under control as rapidly as possible with the appropriate 
sulphonamide or antibiotic but may well have been as 
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important a (eaten 4 in np pescipitating the brain damage as 
it was in causing the vasomotor collapse. Shock was 
treated in some of the later cases by one or all of the now 
routine measures, including noradrenaline and other 
pressor substances. In some cases these were given in 
dextran through an intra-aortic needle. The efficacy of 
these measures was occasionally brilliantly successful 
and permanent but more usually ephemeral after initial 
improvement. 


Diarrhea 

Here the biochemical disturbance, due to loss of intes- 
tinal fluids, was probably of greater significance than in 
pneumonia, as a factor contributing to the ischemic 
anoxia of shock, in damaging the brain-cells. 

Because of diminution in renal reserve (usually due to 
chronic pyelonephritis) and possibly also because of liver 
damage the blood chemistry of elderly people very readily 
becomes profoundly deranged and is then often extremely 
difficult to correct. Oliguria commonly complicates shock, 
quite independently of the loss of fluid and electrolytes 
via the bowel ; and the effect on the aged myocardium of 
hypokalemia—and of hyperkalemia if therapy is too 
vigorous or if kidney function fails—is extremely grave. 
Small wonder, therefore, that the brain may guffer 
damage ; but it is very surprising how rarely this seems 
to happen. 

Individual Idiosyncrasy 

The present communication contributes further evi- 
dence to that previously adduced (Bedford 1955, 1956b) 
that one of the clinical consequences of cerebral anoxia 
in elderly people is an extreme and irreversible dementia, 
and that the cerebral anoxia may result from diseases 
and conditions in which the drama of the event often 
obscures the attendant complication ; such events are 
operations under general anesthesia (Bedford 1955), 
acute hemorrhage (Bedford 1956b), coronary throm- 
bosis and acute myocardial infarction, acute pneumonia, 
and severe diarrhea. I have no doubt that many other 
conditions common in clinical practice may similarly 
lead to the mental catastrophe mediated by cerebral 
circulatory failure. The peculiar feature really is not 
that it happens but that it happens apparently uncom- 
monly. However, it is probably far less common than 
appears from a study of published reports ; but even in 
my own experience, with particular care directed to 
detecting this complication, it is very much the exception 
rather than the rule, in spite of the very many anoxic 
insults to which the elderly brain is exposed. 

The most interesting and puzzling question which 
emerges from a study of the clinical effects of cerebral 
anoxia is why these effects occur so infrequently. Many 
elderly patients are exposed to serious degrees of anoxia, 
yet dementia following these episodes is comparatively 
rare. No satisfactory explanation of this anomaly is 
forthcoming. It appears necessary to postulate an 
individual idiosynecrasy—a personal susceptibility or 
‘‘ allergy ’’—to anoxia (or ischemia) in those who suffer 
brain damage. It is unknown whether this idiosyncrasy 
is a function of the brain, of over-irritability of the 
baroceptor reflex mechanisms, of undue cerebral vaso- 
constriction—a concept in conflict with the views of 
Pickering (1955) but supported by the work of Byrom 
(1954)—or of --mething still undefined; no clue to its 
satisfactory solution has yet been found. 

Prophylaxis 

Extreme dementia is such a catastrophe that every 
possible factor should be considered in preventing its 
development and in treating it in its early stages if it 
does develop. Some general principles are therefore 
worth enunciating even though they are neither highly 
original nor revolutionary in concept. 

Asphyxia masquerading as anesthesia ; ‘‘ hypotensive 
surgery’; and the routine (and hence indiscriminate) 


use of potent hypnotics ond analgesics preoperatively, 
postoperatively, and in the management of elderly con- 
fused patients are all unjustified. 

Acute blood-loss in the elderly demands even more 
urgent correction than in the young, and arrest at its 
source is axiomatic if feasible. 

The réle of surgery, preferably under local anesthesia, 
in the prophylaxis and treatment of bleeding peptic 
ulcer should be given due weight and not rejected on 
the grounds of age alone. 

‘*Shock’’ due to coronary thrombosis, myocardial 
infarction, pneumonia, and severe diarrhcea—indeed 
however caused—demands all feasible measures for its 
urgent correction. 

Toxemia, anoxia, and biochemical disturbances must 
be recognised early and treated vigorously, whatever the 
age of the patient and the disease they complicate. 


Treatment 

If the catastrophe occurs despite precautionary 
measures, urgent consideration should be given to 
limiting the extent of the damage by treatment aimed 
towards minimising the edema and damage to the 
capillaries from cerebral anoxia, and towards maintaining 
the nutrition of the brain. 

Treatment by cerebral dehydration (e.g., with intra- 
venous sucrose), by hypothermia, and with cortisone, 
adrenocorticotrophin, glutamic and succinic acids, 
glucose, thiamine, insulin, and oxygen should .be borne 
in mind, although so far nothing has proved effective. 


Summary 


Dementia is an uncommon but not rare complication 
following shock-states in elderly people. 

14 cases of extreme dementia are reviewed: 7 following 
acute myocardial infarction, 5 following acute pneu- 
monia, and 2 following severe diarrhea. 5 typical case- 
reports are given. 

Factors contributing to this disaster are discussed, and 
an individual idiosyncrasy is implicated. 

Precautionary and therapeutic measures are suggested. 
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“... We may suspect that some of the labour disputes 
(that receive so much more publicity than the less sensational 
facts about general health in industry) also have their deeper 
roots in psychological strains. As a nation we are paying a 
heavy economic -price for maladjustments which perhaps 
would be amenable to investigation and treatment. ... The 
trend towards a more sensible approach to vocational selection 
and vocational guidance, though gaining momentum, is 
still slow. . Whether it is the skilled or unskilled worker 
at the bench, the manager, or the executive, the cost of 
inappropriate placement is seldom assessed. The cost of 
wrong promotion may be far greater than the direct results 
stemming from the inadequacy of wrongly promoted 
individuals.’”"-—H. G. Mauve, pu.p. Address to the British 
Association, Sept. 5, 1957. Advanc. Sci. September, 1957. 








SWRI Le 





, ati 
I 
ay 
ay 
i 


it 
a 
2. 











510 THE LANCET] 


ORIGINAL ARTICLES 


[sepr. 14, 1957 





ACUTE OTITIS MEDIA IN GENERAL 


PRACTICE 
REPORT OF A SURVEY BY THE MEDICAL RESEARCH 
COUNCIL’S WORKING-PARTY FOR RESEARCH IN 
GENERAL PRACTICE * 


In 1953 the Medical Research Council appointed, under 
the egis of their committee for research on social and 
environmental health, a working-party for research in 
general practice, under the chairmanship of the late 
Sir James Spence. 

The working-party gave considerable thought to the 
special problems of research in general practice, realising 
that the techniques of laboratory and hospital clinical 
research are not generally applicable. They therefore 
considered a number of common conditions which were 
seen far more often in general than in hospital practice. 
Of these, acute otitis media seemed to be the most 
promising for investigation. While cases of chronic 
ear-disease were nearly all seen at some stage in hos- 
pital practice, it was thought that many cases of acute 
otitis media were seen only by general practitioners. 
This has, in fact, been shown by the survey to be so to 
an astonishing degree. Truly systematic continued 
observation is particularly difficult in general practice, 
for reasons inherent in the nature of it, so acute otitis 
media was thought a good field of research for this reason 
also—attacks usually seem to be short and self-limiting. 
Accordingly it was agreed to undertake a limited coépera- 
tive survey to delineate a few of the basic facts regarding 
the condition during one calendar year. The aims were 
simple—to study the natural pattern of the disease, its 
age and sex distribution, its duration, and its sequele. 
At the same time the treatment given was to be recorded, 
to obtain a measure of the patterns of treatment as a 
basis for further research rather than as in any sense a 
clinical trial. These aims have been fulfilled, but, in 
achieving them, a number of further points well worth 
investigating have arisen. 

Methods 

The survey was carried out in 1955 by 28 doctors in 
13 practices, some single-handed and some in partner- 
ships, in various parts of the country. The total National 
Health Service population covered by the participating 
practices amounted to more than 47,500 patients. 

All patients seen by their practitioner and thought to 
have acute otitis media were included in the survey. No 
rigid criteria for inclusion were adopted, the diagnosis 
being left to the discretion of the individual doctor 
concerned. Details of each case were entered on a 
record-card, designed to fit the standard N.H.S. envelope 
and making provision for recording the patient’s age and 
sex, together with relevant details of present attack, the 
previous history of otitis media, any complications, and 
the presence or absence of any residual defects on follow- 
up six months later. 

The provision for the recording of each patient’s sex and 
date ‘of birth on the N.H.S. envelope made it ible to 
ascertain the detailed age and sex structure of practices 
participating in the survey. From preliminary discussions, 
however, it became apparent that the relevant information 
was not always recorded on the space provided, and that a 
population-count carried out at the beginning of the year of 
survey would, in some practices, inevitably include a large 
proportion of patients whose ages were unknown. It was 
therefore decided that practitioners should be asked to enter 
any missing dates of birth for all patients seen during the 


* The working-party, which is a subcommittee of the council’s 
Committee for Research on Social and Environmental 
Health, has the following membership: Prof. R. Platt, 
P.R.C.P. (chairman), Dr. G. F. Abercrombie, Dr. J. T. 
Boyd, Mr. T. E. Cawthorne, Dr. J. Fry, Dr. G. K. H. 
Hodgkin, Dr. R. E. Hope Simpson, Dr. J. N. Morris 
(appointed after the survey), Prof. M. L. Rosenheim, 
F.R.C.P., Dr. R. Scott, Dr. G. C. Sheldon, Dr. C. A. H. 
Watts, and Dr. B. S. Lush (secretary). 


year, and to use such other sources as X-ray or patholog) 
reports and letters to reduce further the number of registere: 
patients whose ages were unknown. At the end of the surve) 
year population counts were carried out in each practice. T» 
facilitate any adjustment for changes in population during 
the year, practitioners were asked to maintain throughout the 
year a register of ‘entrants to”’ and “ exits from” their 
practices, by year of birth and sex. 

The mid-year population (47,661) of the combined 
practices was estimated from the ‘‘ census” data and 
registers of entrants and exits from participating practices. 
Age and sex details were known for all except 2868 (6% ) 
patients. For 11 of the 13 individual practices informa- 
tion was available that few, if any, of the patients with 
ages unknown were children, and the relevant patients 
were added to the adult age-group (i.e., 15 years or more) 
in each practice. In the remaining two practices it was 
estimated that about 20% and 25% of the unknown 
age-group were children, and in these practices the 
relevant numbers were distributed in appropriate pro- 
portions over both the childhood and adult age-groups. 
The age and sex composition of the combined population 
after these adjustments within individual practices is 
presented in table 1, and for the purpose of the survey, 
these figures have been used as the population at risk. 


Results 
During the year of the survey, 1162 patients were 
diagnosed as having acute otitis media, and 127 of these 
were recorded as having more than one attack during 
the year (table 11). Recurrent attacks were more common 
in the younger age-groups—in 13% of patients with 
TABLE I—DISTRIBUTION OF COMBINED PRACTICE POPULATION 
BY AGE * AND SEX 





No. of patients 











Age * (yz.) |-—————_ - 
Males Females | Sexes combined 

0-1 607 550 1157 

2 409 390 799 

3 411 406 817 

4 376 380 | 756 

5 434 402 886 

6 431 420 851 

7 455 428 883 

x 494 466 | 960 

9 428 419 847 

10 307 359 666 

ll 361 383 744 

12 329 348 | 677 

13 313 345 658 

14 291 285 576 

15+ | 16,633 | 19,751 | 36,384 

Allages | 22,329 | 25,332 | 47,661 





* In this and succeeding tables, age (yr.) has been classified according 
to birthdays reached during the year of the survey. 

otitis media who were born after 1940, compared with 

only 2% of older patients. 

Within the group of patients who had multiple attacks 
during the year it appeared that the risk of having 
further attacks increased with each successive attack. 
Thus, while 830 children between 2 and 14 years (8% of 
the relevant population at risk) had otitis media during 
the year, 106 (13%) of these children had a second 
attack, and among this latier group 22 children (21% of 
106) were recorded as having three or more episodes of 
acute ear-infection during the survey period. 

The total number of attacks was 1323, giving a crude 
incidence-rate of 2-8%. A detailed analysis of incidence 
by age and sex (table m1) revealed a very definite age- 
pattern, particularly within the 2-14-year age-group 
(fig. 1). The highest attack-rates were in the pre-school 
and early school years (3-6), and within this period there 
was a rising incidence to a peak of nearly 21% among 
children who celebrated their 6th birthday during the 
year of the survey. Thereafter there was a sharp decline 
with increasing age to’a rate of about 3% among children 
aged 10-14 years. Older patients (15 years and over) 
had a much lower incidence (0-6%) of otitis media, but 
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the trend of decreasing incidence with increasing age was 
still apparent, the attack-rates declining from about 1% 
for adolescents and young adults to 0-2-0:3% among 
patients aged 65 and over. While the relevant attack-rate 
of nearly 14% may indicate a real high risk among 
infants, the data on both cases and population are 
probably less reliable in the under-2 age-group than in 
any other. 

The pattern of age-specific rates was not altered when 
males and females were considered separately, and, 
though the incidence of otitis media varied between 
practices, the age-pattern within each practice remained 


TABLE II—-FREQUENCY OF SINGLE. AND MULTIPLE ATTACKS OF 
ACUTE OTITIS MEDIA DURING THE YEAR OF THE SURVEY 





| 
No. of patients 








No. of af Total no. 
attacks | uated Total | of attacks 
0-1 2-14 15+ 

1 121 724 190 1035 1035 

2 14 84 3 101 202 

8 2 17 1 20 60 

4 1 3 2 4 16 

5 re 2 ™ 2 14 
Totals 138 830 


194 1162 1323 


essentially similar. For both sexes and all practices, the 
trend with age was one of high rates in early childhood 
increasing to a peak at about 6 years, followed at first 
by a rapid decline which continued more gradually to 
reach the very low rates in old age. 


Seasonal Distribution 

There was a striking seasonal variation in the incidence 
of otitis media (fig. 2),-with almost half (47%) of the 
cases arising during the first quarter of the year. The 
high incidence during the first three months reached its 
zenith in March when 204 attacks were recorded. The 
sharp decline in April (122) was followed by a more 
gradual fall in the succeeding months until the nadir 
was reached in August (31). In the autumn and winter 
months the incidence rose again to reach 129 in December 
—a figure well below the numbers recorded at the 
beginning of the year. 
Previous Histories 

For each patient presenting as a survey case, informa- 
tion was sought as to a history of previous attacks of 
otitis media and of any operations for the removal of 
tonsils and adenoids. Any illnesses immediately preceding 
the current attack, and their relevance to the otitis media, 
were also recorded. 


TABLE III—INCIDENCE OF OTITIS MEDIA BY AGE AND SEX 





Males 

















Females | Sexes combined 
(yr.) gy Perea. pes | fectésnde 
yr. cidence | Incidence | neidence 
| No. of | per 100 No of “per 100 | No. of | “per 100 
| atrisk | © | at risk at risk 

0-1 82 136 77 | 140 159 13-7 
2 45 11-0 a es 78 9-8 
3 55 13-4 63 | 155 118 14-4 
4 55 | 146 71 18-7 126 16-7 
5 75 155 76 18-9 =| 1651 17-0 
6 76 17-6 101 | 24-0 177 20-8 
7 41 | 90 47 | 11-0 88 10-0 
8 46 9-3 35 | 76 81 | 8&4 
9 19 | 44 33 7-9 52 6-1 
10 9 | 29 13 3-6 22 3-3 
11 | 3 | &3 11 2-9 23 3-1 
12 13 40 ee ee S 19 2-8 
13 Se me 4 1-2 11 17 
14 ie Gites 9-| 32 19 33 
15 + 76 | 0-6 121 0-6 | 197 0-6 
Notstated 1 | oe 1 oe 2 a 
| #8 701 2-8 1323 2-8 
! + ——$<$_$__—_—_— 


Allages | 622 
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A previous history of otitis media was recorded for 
almost half (576) of the 1162 patients who had attacks 
in 1955. Among infants born in 1954 or 1955, 18 (13%) 
were noted to 
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with a curr- 
ent unilateral Fig. |—Incidence of attacks of otitis media by age 
otitis media. and sex. 

Of these, 88% 

had a previous history of infection in the same ear and 
58% a history of infection in the opposite ear. Similar data 
from 96 patients with current bilateral attacks revealed 
that 72% had suffered previous attacks in both ears. 

Tonsils or adenoids or both had been removed in 199 
(17%) of all the patients, the proportion of positive 
histories increasing with age. In patients aged 2-14 no 
difference was found in the prevalence of tonsillectomy 
and adenoidectomy between those who had a single 
attack of otitis media and those who had more than one 
attack during the year. In each group 15% of patients 
had had their tonsils removed, while the comparable 

proportions 

sate: for adenoid- 

ectomy 

were 16% 

and 15% 

respec - 
tively. 

As many 
as 845 (64%) 
of the 1323 
attacks of 
otitis media 
were pre- 
ceded by 
ail 1 fads 1) illnesses 

ss SS DP >S Xe = YS that the 
§ $ = 3 ? = 8 family doc- 
Fig. 2—Seasonal incidence of attacks of otitis media, {OT COn - 
sidered of 
relevance as a predisposing cause. This high prevalence 
of preceding illness was present in all age-groups, and 
the most common diagnoses fell into the general 
category of upper-respiratory infection ‘(588 attacks, 
44% of the total). Tonsillitis was mentioned in 
81 (6%), measles in 51 (4%), and influenza in 47 (4%). 
Most of these illnesses (695 cases) began within two weeks 
before the onset of otitis media. 


The Attacks of Otitis Media 

There were no formal criteria for admission to the 
survey. The clinical diagnosis was left entirely to the 
family doctors concerned. They were, however, asked 
to indicate the presence or absence of five criteria of 
diagnosis—pain, deafness, discharge, and redness or 
perforation or both of the drum. The relevant data 
(table rv) show that pain and redness of the drum were 
the most frequent diagnostic features in all three age- 
groups, each being present in about 80% of the total 
cases. Almost a third (30%) of the attacks were accom- 
panied by discharge from the ears; this feature was 
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TABLE IV—RECORDED DIAGNOSTIC FEATURES IN ATTACKS OF 
OTITIS MEDIA 


No. of attacks for which ee feature 
was recorde 


Features Age (yr.) of patients 





Total 
0-1 2-14 15+ 
Pain... "9 «| Soe 840 168 1104 
Deafness an se 4 220 94 318 
Discharge on - 66 260 72 398 
Redness of drum 7 103 782 157 1042 
Perforation of drum 17 91 48 156 
Total attacks .. ae 159 965 199 1323 


commoner in infants (42%) and adults (36%) than in 
children aged 2-14 years (27%). An actual perforation 
was seen in only 12% of cases, and there were 45 attacks 
(3%) for which neither an aural discharge nor any change 
in the drum was recorded. 

Only one ear was affected in most of the recorded 
attacks. In 548 (41%) the right ear was involved and 
in 484 (37%) the left. The number of cases in which 
both ears were affected was 276 (21%). 

The onset of the infection was marked by pain in the 
affected ear in 1024 (77%) of the attacks seen during the 
year. Other presenting symptoms included discharge in 
169 cases (13%), deafness in 53 (4%), fever in 45 (3%), 
and irritability or crying in 26 (2%). 

The duration of each illness was measured only approx- 
imately ; it was taken to be the interval between date 
of, onset and date of last attendance. The distribution 
of these durations (table v) revealed considerable varia- 
tion in the length of illness. At one extreme there were 
23 patients for whom the ‘‘ date last seen ” was recorded 
as coinciding with the date of onset, while at the other, 
75 patients had illnesses extending for more than four 
weeks (one of these patients was still attending for 
treatment eight months later). More than three-quarters 
of the total attacks lasted less than a fortnight, and this 
length of illness was exceeded less often among children 
under 15 years (18%) than among older patients (35%). 
The mean duration of illness among the 1323 cases of 
otitis media was eleven days, but that for infants was 
eight days, that for children aged 2-14 years was ten days, 
V—DURATION OF ATTACKS OF OTITIS MEDIA FROM 

ONSET TO LAST ATTENDANCE 


TABLE 


No. of attacks 


Duration Age (yr.) of patients 


Total 
0-1 2-14 15+ 
ks: 
a eee 88 431 65 584 
1 37 338 59 434 
2 - asi — 18 95 30 143 
3- ee as oe 5 41 il 97 
4- _ wa A 6 41 28 75 
Not known .. be 5 19 6 30 
Cy nea 159 965 199 1323 
Mean (days) ‘ my’ 8 10 18 1l 
Median (days) .. +4 6 7 9 


and that for patients aged 15 years and over eighteen 
days. The corresponding median duration for these age- 
groups was six, seven, and nine days respectively, and 
the overall median duration of illness was seven days. 


Treatment 

As already indicated, the study was in no way planned 
to be a clinical trial; it was merely intended to record 
the current patterns of treatment carried out by the 
practitioners taking part (table v1). The treatments 
were not mutually exclusive, and most patients received 
more than one of those listed. As a commentary on 
current practice, it is of great interest that only one 
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patient underwent a myringotomy and that only 14 (1%) 
were referred to hospital. 

The most commonly prescribed treatments came under 
the headings of oral antibiotic (41% of total attacks), 
parenteral antibiotic (27%) and sulphonamide (27%). 
Altogether, sulphonamides or antibiotics were used in no 
less than 1053 (80%) of cases, including 110 patients 
who received both (table vm). Age appeared to exert 
little influence on the use of sulphonamides and anti- 
biotics. 87% of infants received one or other of these 
therapeutic agents, and the comparable figures in the 
two older age-groups (children up to 14 years, and 
patients over this age) were 79% and 76% respectively. 
There were, however, striking differences when individual 
practices were compared with respect to their use of 
these drugs (table vim). In seven practices (1, 4, 5, 7, 
8, 9, and 13) over 90% of attacks received antibiotics or 
sulphonamides, whereas in three others (6, 10, and 11) 
these treatments were used for less than 40%. 

The particular antibiotic prescribed was not routinely 
recorded, but from relevant clinical notes it would seem 
TABLE VI—FREQUENCY OF VARIOUS TREATMENTS OF ACUTE 

OTITIS. MEDIA 


No. of attacks in which given treatment 
was prescribed 





Treatment Age (yr.) of patients 
| Total 
0-1 2-14 15+ | 
None a0, 9 ib eee 32 (3%) 8 (4%) | 43 (3%) 
Cleansing . . ..| 16 (10%) 90 (9%) 33 (17%) | 139 (11%) 
Local analgesic ..| 16 (10%) 167 (17%) | 24 (12%) | 207 (16%) 
General analgesic. .| 32 (20%) 262 (27%) | 37 (19%) | 331 (25%) 
Sulphonamide --| 45 (28%) 262 (27%) | 47 (24%) | 354 (27%) 
Local antibiotic .., 4 (3%) 54 (6%) | 25 (13%)| 8&3 (6% 
Oral antibiotic ..| 77 (48%) |438 (45%) | 26 (13%) | 541 (41%) 
arentera anti-| | 
biotic .-| 42 (26%) 218 (23%) |101 (51%) | 361 (27%) 
Myringotomy aad de 1 1 
Hospital .. --| 2 (1%) 5 (1%) | 7 (4%) | 14 (1%) 


Other <7 --| 20 (13%) |146 (15%) | 38 (19%) | 204 (15%) 
Not stated -| 4 (8%) | 20 (2% 9 (5%) | 33 (2%) 





Total attacks =. ./159( 100%) 965(100 %) |199(100 %) /1323(100 %) 
that penicillin was used most. Others mentioned were 
aureomycin (chlortetracycline), oxytetracycline, chloram- 
phenicol, and streptomycin. The most common route 
of administration (table ix) was by mouth, used in 67% 
of the 809 cases receiving antibiotics, and, as was to be 
expected, this route was much more popular for children 
than for adults. The oral therapy of 144 cases was 
supplemented by local or parenteral antibiotics. For 
361 attacks (45% of the total 809) parenteral therapy 
was prescribed, while 26 (3% of 809) cases received only 
local antibiotics. 
Complications 
Complications which could be related to the acute 
infection were very few (8) and may not all have been 
directly due to the otitis media. ‘‘ Mastoiditis’’ was 
diagnosed in 2 children and 2 adults, though only 1 of 
TABLE VII-—NO. OF ATTACKS TREATED WITH ANTIBIOTICS 
AND/OR SULPHONAMIDES 


No. of attacks 








Treatment Age (yr.) of patients | 

. ; at Be 
0-1 2-14 15+ 

Antibiotic .. ae > 94 501 104 | «699 
Antibiotic and sulphonamide 8 83 19 | 110 
Sulphonamide ae au 37 179 | 28 | 244 

No antibiotic or sulphon- 
amide oe ee as 20 202 48 | 270 
Totatattacks és a 159 965 | 199 } 1323 
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TABLE VIII—PROPORTION OF ATTACKS IN WHICH ANTIBIOTICS OR SULPHONAMIDES WERE GIVEN IN EACH PRACTICE 


j 





Proportion of attacks (%) receiving given treatment 




















Treatment Practice 
All practices 
1 2 3 4 5 7 8 9 10 il 12 13 
—-. ..  ..| 0 |eleaileoe | @ | 6) ele) ee 1 ore te) ee 
Antibiotic and sulphonamide. . 2 3 an 1 10 1 32 4 o% iin 10 8 
Sulphonamide . . - - os og 1 23 3 29 50 32 Ss 26 39 27 19 
No antibiotic or sulphonamide 3 | 15 35 2 5 61 6 6 4 68 63 11 8 20 
mat a ro. “100 | 10 


100 | 100 100 ~—-100 


these patients, a man aged 44, received surgical treatment. 
A concomitant ‘‘ cervical adenitis’’ was noted in 2 
children, and for 1 of them the affected gland was 
incised. 1 man, aged 67, suffered a facial palsy ten days 
after the onset of otitis media. Finally, the only death 
in the series was that of a boy, aged 2 years, in whom 
meningitis developed forty-nine days after the onset of 
the acute ear episode; he died next day. Necropsy 
showed ‘‘ early meningitis,” but no organism was isolated. 

The rates for complications at different ages were 0-6% 
for infants, 0-4% in children aged 2-14 years, and 1-5% 
among patients aged 15 years and over. The rate for 
all the 1323 attacks was 0-6%. 


Follow-up 

In order that any residual defects could be assessed, 
and no late complications missed, an attempt was made 
to see all patients about six months after the onset of 
otitis media (final attack during the year for those who 


TABLE IX—-TREATMENT WITH ANTIBIOTICS: FREQUENCY OF 
LOCAL, ORAL, AND PARENTERAL THERAPY 


No. of attacks treated with 
antibiotics 


Route of 
administration Age (yr.) of patients 


Total 














0-1 2-14 | 15+ 
Local .. és 1 18 7 26 
> + oral.. a 1 21 3 25 
>» + parenteral .. <s 1 9 11 21 
+» + oral + parenteral .. 1 6 4 1l 
ae ae F x 58 327 12 397 
» + parenteral .. 17 84 7 108 
Parenteral é 23 119 79 221 
Allroutes .. Bie ..| 102 584 | 123 809 


had multiple attacks). The organisation of this follow-up 
was left to the individual doctors, and in most instances 
it was necessary to send the patient a note requesting 
him to attend fo: ‘his examination. The response was 
good and follo, ., data were recorded for all except 
50 patients. 

Residual defects (table x), usually slight, were recorded 
for 92 patients (8%), and the incidence of these defects 
increased with age. Some residual signs or symptoms 
were found among 3% of infants and 5% of children 
up to 14 years, but for older patients the incidence of 
residual defects rose to 23%. While the proportion of 
these patients who had had otitis media before the year 
of survey was high (70%), this history was commoner 
among children (83%) than adults (60%) and did not, 
by itself, explain the age-gradient already noted. 

Within the 2—-14-year age-group residual defects were 
commoner among children who had had multiple attacks 
during the year of survey. Of the 106 children who had 
more than one attack, 13 (12%) had residual symptoms 
or signs on follow-up six months after the last attack, 
compared with 29 (4%) of the 724 children who had a 
single attack during the year. 

Among the individual signs or symptoms recorded at 
follow-up, deafness was noted in 68 patients, but in 


100 100 100 100 100 100 100 100 100 


general this seems to have been slight, and possibly 
temporary in most children affected by it. Discharge 
was the next most frequent residual sign and was noted 
in 17 patients, 11 being adults. 5 of these patients 
(2 infants and 3 adults) had no history of otitis media 
before the year of survey, but it is not known how many 
of the other 12 had an aural discharge before the onset 
of the current episode. 


Discussion 


From our results it is apparent that acute otitis media. 
at the present time is essentially a disease of general 
practice: some 99% of the cases in this survey were 
treated by the practitioners themselves and only 1% 
referred to the hospital consultant. It is the general 
practitioner, therefore, who is best able to provide a true 
picture of the condition. 

‘The disease is mainly one of the early childhood years 
—75% of our cases were in children under 10 years of 
age—and tends to recur, the incidence diminishing 
steadily with age. 

This age-distribution is important in the correct 
management of the patients. A definite peak incidence 
was present in our cases at 3-6 years of age, this 
peak being followed by a dramatic fall in incidence 
in each subsequent year. This pattern has also been 
noted by Fry (1957) in children with the common upper- 
respiratory infections and in the more specific conditions 
of acute tonsillitis and acute chest infections. ‘These 
findings suggest that the whole respiratory tract should 
be viewed as a single and continuous unit liable to similar 
natural changes. Any explanation of these patterns must 
at this stage be rather speculative, but they may be 
related to increased risks of cross-infection by children 
mixing more in the pre-school and early school years, 
and they may also be related to certain physiological 
changes in childrens’ respiratory tracts at the age-period 
3-6 years. Whatever the true reason, this natural peak 
of incidence of acute otitis media at 3-6 years and the 
subsequent fall must be clearly appreciated when con- 
sidering radical therapy such as the removal of tonsils 
and adenoids. 


TABLE X-——-NO. OF PATIENTS WITH RESIDUAL SYMPTOMS OR 
SIGNS ON FOLLOW-UP SIX MONTHS AFTER ONSET 


i 


No. of patients 








Symptoms or signs Age (yr.) 
|——— Total 

ee | 0-1 2-14 15+ 
Tinnitus we 1 1 
7 + deafness és eA _ ha 1 1 
Deafness =< pr ee ‘4 oe 31 22 53 
re + perforation 5 as is 1 5 6 
- + discharge .. wen itt 1 ee 3 4 
oa + perforation + discharge . . 6% wl 3 3 
Deformed drum ? ae 2 ‘e 2 c. 2 
Perforation st - 1 6 5 12 
” + discharge 1 2 3 6 
Discharge o* oe 2 os 2 4 
Total .. 5 42 45 | 92 
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Such data as were ‘obtained regarding the ciguiicence 
of tonsillectomy and adenoidectomy in relation to recur- 
rence of acute otitis media showed no difference that 
could be attributed to the operation. 

If the seasonal pattern observed in the incidence of 
acute otitis media is repeated regularly, it will be almost 
identical with that shown in the incidence of other 
common respiratory ailments, with the possible exception 
of acute tonsillitis. Furthermore, the demonstrable asso- 
ciation between acute otitis media and these other 
common respiratory ailments emphasises the point that 
the infected middle ear ought often to be considered as 
an integral portion of the upper respiratory tract. 

Acute otitis media has undoubtedly undergone very 
striking changes for the better in the past two decades. 
Fewer patients are now being admitted to hospital for 
mastoidectomy. G. F. Abercrombie (personal commun- 
ication) twenty years ago followed up 86 patients in 
150 attacks and found that at that time 10% were 
operated on for acute mastoiditis and 30% had a 
myringotomy. In the present series the rate of acute 
mastoiditis was 0-4%°(the operation-rate being less than 
0-1%), and the rate for myringotomy was less than 0-1%. 
Probably other complications such as deafness and 
persistent discharge are also much less common than in 
the past, though Lee (1955), in a survey of medical 
rejections for National Service, found that 3% of can- 
didates were still not acceptable on account of ear 
discharge. 

To what extent these dramatic changes are the results 
of the introduction of the antibiotics and sulphonamides 
and to what extent a coincidental change in the natural 
pattern of the condition towards one of lower severity 
may have contributed is very difficult to say. This 
survey revealed certain notable differences in the habits 
of the 28 doctors in 13 practices in managing their 
cases. Some used antibiotics or sulphonamides in almost 
every case whereas the doctors in 3 of the 13 practices 
tended to use them in only a third of the ¢ases. The 
proper use of such treatment, therefore, seems to merit 
further investigation. Any such investigation might 
also usefully include a study of the most effective route 
of administration of these agents. 


Summary 


All known cases of acute otitis media seen by 28 general 
practitioners in a year were reviewed to determine the 
incidence and distribution of this condition in the 
community. 

99% of cases were seen only by general practitioners. 

The age-distribution, which was similar in the two 
sexes, rose to a peak at 6 years of age, and then fell 
rapidly to a continuing low level in adult life. 

The incidence was greatest in the early months of 
the year. 

The onset of acute otitis media was preceded by an 
upper-respiratory-tract infection in about half the cases. 

All the cases were, as far as possible, followed up six 
months after they were first seen. The incidence of 
complications directly attributable to acute otitis media 
was low. 

The following practitioners participated in the trial: J. A. D. 
Anderson, E. W. Bedford-Turner, A. P. Binks, Margaret E. 
Binks, H. F. Cantwell, Aubrey Colling, Margaret Dudley- 
Brown, L. Dulake, A. Fraser-Darling, John Fry, E. J. Guest, 
G. K. H. Hodgkin, Joan Letty, D. W. MacLean, R. M. 
McGregor, W. J. Meldrum, D. H. McVie, Helen R. Neve, 
J. M. Pugh, G. C. Sheldon, R. Scott, R. E. Hope Simpson, 
J. F. Stephen, Helen Wagstaff, Joan Wagstaff, P. A. Walford, 
G. I. Watson, C. A. H. Watts. 
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STREPTOCOCCUS PYOGENES IN ACUTE 
TONSILLITIS AND OTITIS MEDIA 
A STUDY FROM GENERAL PRACTICE 


K. Hope@xKi1n 
B.M. Oxfd, M.R.C.P. 
GENERAL PRACTITIONER, REDCAR 


Tue object of this investigation was to ascertain the 
proportion of cases of acute follicular tonsillitis and acute 
otitis media in which Streptococcus pyogenes was involved, 
so that the family doctor could be given some guidance 
in the use of penicillin in treating these conditions. 

The American Commission on Acute Respiratory Diseases 
(1944, 1947) isolated Strep. pyogenes in 50% of cases of febrile 
sore throat with exudate. In more recent surveys (Landsman 
et al. 1951, Dingle et al. 1953) Strep. pyogenes was isolated 
from about two-thirds of al] cases with exudate. 

Fewer studies have been made of the bacterial flora in the 
throat in acute otitis media, but Wirth (Medical Research 
Council 1929) found hemolytic streptococci in 54% of cases 
of acute otitis media. 

Normal carrier-rates for Strep. pyogenes are 5-15% (Wilson 
and Miles 1955). 

Method 


During 1955, a throat-swab was taken from as many 
cases as possible of acute follicular tonsillitis and acute 
otitis media. Swabs were taken from 83 patients out of 
118 with acute follicular tonsillitis and from 91 out of 99 
with acute otitis media. The lower rate of swabbing for 
the tonsillitis was largely due to a misunderstanding with 
a locum. 

In cases of acute otitis media with otorrhw@a, the dis- 
charge was also studied. In 1955 and 1956, in all cases of 
acute otorrh@a, swabs were taken from both throat and 
ear. 61 pairs of swabs were taken from such cases. 

All swabs were taken before antibiotic therapy had 
been started, and with very few exceptions all were 
delivered to the Medical Research Council bacteriology 
laboratory within six hours of swabbing. 

Criteria of Diagnosis 

(1) Acute otitis media was diagnosed in all cases in 
which there was a history suggesting ear disease (pain 
or discharge), combined with clinical evidence of such 
disease (redness of the drum or discharge). 

(2) Acute follicular tonsillitis was diagnosed in any 
case with a history of fever or sore throat, and any 
exudate on the tonsil. This group, therefore, includes all 
cases of acute exudative tonsillitis. 


Results 

Strep. pyogenes was found in the throat in 42 (46%) 
out of 91 patients with otitis media, and in 11 (15%) of 
73 at six-month follow-up; and in 60 (72%) out of 83 
patients with acute follicular tonsillitis. 

In 2 cases of acute otitis media and in 2 of acute follicular 
tonsillitis, streptococci of groups B and C have been included 
under Swep. pyogenes. 

In only 2 patients with otitis media was Strep. pyogenes 
found in the throat both at follow-up and at the time of the 
original attack. 

These figures confirm the findings of other surveys 
from general practice—that in two-thirds of the cases 
of acute follicular tonsillitis and half the cases of acute 
otitis media Strep. pyogenes were cultured from the 
initial throat-swab. 


Relationship of Strep. pyogenes in the Throat to Otorrhea 

A perforated drum is the commonest and most signifi- 
cant complication of acute otitis media, and it is impor- 
tant to know whether the presence of Strep. pyogenes 
in the throat is related to this. In this study, Strep. 
pyogenes was found in the throats of a significantly 
greater number of patients with perforations (see table). 
The relationship was significantly closer in winter when 
most cases of acute otitis media are seen. 
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THROAT-SWABS POSITIVE FOR Strep. pyogenes IN PATIENTS WITH 
ACUTE OTITIS MEDIA 


Without otorrhea With otorrhcea 


Period No. of | 








No, of No. No. 
patients positive Patients | positive 
Winter months : | 
Jan.—March, 1955 | | 
Oct.—Dec., 1955 .. 45 19 (41%) 24 16 (67%) 
Summer months: | 
April—Sept., 1955 10 2 (20 %) 12 | 3 (25%) 





i 19 (53%) 


Total .. so | - 66 21 (38%) | 36 

In 61 cases of acute otitis media with b otorrhose, Strep. 
pyogenes was found in the throat alone in 12, in the aural 
discharge alone in 5, in the throat and aural discharge in 
16, and in neither in 28. 

In 1955 only 2 of the 10 strains of Staphylococcus aureus 


isolated from the aural discharges were penicillin-resistant, 
but in 1956 8 out of 9 strains were penicillin-resistant. 


Discussion and Conclusion 
These results suggest that Strep. pyogenes in the throat 
plays an important part in both acute follicular tonsillitis 
and acute otitis media. There are, however, several 
important differences between the two conditions which 
may throw light on their etiology. 

Firstly, the recovery of Strep. pyogenes in 46% of the 
cases of acute otitis as opposed to 72% of those of acute 
follicular tonsillitis suggests that, though the strepto- 
coccus may be important in otitis media, there are 
probably other ztiological factors. 

Secondly, unlike tonsillitis, acute otitis media often 
follows a wide variety of diseases of the upper respiratory 
tract—e.g., in 64% of cases of otitis media in the M.R.C. 
series (Medical Research Council 1957). 

Thirdly, unlike tonsillitis, acute otitis media tends to 
follow the seasonal variation shown by respiratory disease. 
Thus, over two years in my own practice, the average 
number of cases of acute follicular tonsillitis was 74 in 
the six summer months (April-September) and 70 in the 
six winter months (October—March), whereas in the series 
of the Medical Research Council (1957) and in my own, 
acute otitis media was between 2 and 3 times commoner 
in the winter months. 

I think a possible explanation of these differences is 
that the mechanical factors associated with respiratory 
disease—i.e., coughing, nose-blowing, and (in babies) 
vomiting—play a big part in the development of acute 
otitis media. 

In my own series of 99 patients with acute otitis media, 
I have noted over half as having a cough and a further 
quarter as having a nasal cold; of the remaining 25 
cases, 5 were in children who had had attacks of acute 
otitis media within the preceding three months. In 17 
cases I had failed to record such mechanical factors, but 
they may have been present. 

The practical interest of these conclusions is that, by 
incriminating Strep. pyogenes as a possible etiological 
factor in both diseases, the case for treating them 
with oral penicillin or sulphonamide is greatly in- 
creased. Resistance of Strep. pyogenes to penicillin is 
virtually unknown; but the proportion of resistant 
staphylococcal strains, both in and out of hospital, has 
increased so much that there is no longer any point in 
limiting the use of penicillin in the hope of preventing 
the development of resistance. This leaves penicillin as 
the family doctor’s most important weapon against 
Strep. pyogenes, which may lead to complications ranging 
from otorrhea and deafness to rheumatic carditis. 

Whether penicillin is justified in every case of acute 
follicular tonsillitis and otitis media, I find a harder 
question to answer. I, personally, use oral phenoxy- 
methylpenicillin in about two-thirds of cases of acute 


tonsillitis and otitis, withholding it in the absence of 
fever and when there is only minimal local reaction. On 
the other hand, routine use of broad spectrum anti- 
biotics, with all their risks, would seem entirely unjustified 
except in those cases of otorrhwa where the bacteriology 
specifically indicates their use. 

In this series, perforation and the presence of Strep. 
pyogenes in the throat were more commonly associated in 
the winter months. If this fact, as seems possible, is due 
to an increased likelihood of catarrhal and mechanical 
factors driving Strep. pyogenes from the throat into the 
middle ear, then reducing these mechanical factors—e.g., 
by keeping children with catarrhal conditions firmly 
indoors—seems as important as the correct use of 
antibiotics. 

Summary 

A series of throat swabs were taken from patients with 
acute follicular tonsillitis and acute otitis media, seen by 
a general practitioner in 1955-56. In nearly three-quar- 
ters of all cases of acute follicular tonsillitis, and nearly 
half of all cases of acute otitis media, Strep. pyogenes was 
cultured from the initial throat-swab. Perforation was 
more commonly associated with the presence of Strep. 
pyogenes in the throat, especially in the winter months. 

It is held that these findings strengthen the case for 
treatment of both conditions with penicillin. 

Some evidence is produced that such mechanical factors 
as coughing and nose-blowing may play a part in the 
development of acute otitis media; it is important to 
reduce these factors by keeping children with coughs, 
colds, and sore throats indoors. 

My thanks are due to Dr. R. Blowers for the bacteriological 
work, and to Prof. R. Platt and Dr. G. Knox for their helpful 
comments. 
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THE PATHOGENESIS OF PEPTIC ULCERS * 


H. DaInTREE JOHNSON 
M.B. Camb., F.R.C.S. 

SURGEON, ROYAL FREE HOSPITAL, LONDON; LECTURER IN 
SURGERY, POSTGRADUATE MEDICAL SCHOOL OF LONDON 
EvERY ulcer, and no less a peptic one, may be regarded 

as the outcome of a conflict between attack and defence, 
and sometimes the violence of the former, sometimes the 
poverty of the latter, will be the paramount factor in 
pathogenesis. In the stomach the problem is not so 
much ‘‘ Why do gastric ulcers occur ?’’ as ‘‘ Why does 
not all the stomach become ulcerated ?”’ Since peptic 
ulceration is essentially a localised process, however, it 
is clearly local attack and local defence which must be 
considered if pathogenesis is to be understood. 


The Attack 

Its very name implies the assumption that peptic ulcer 
is due to peptic digestion of the bowel wall. There is 
plentiful evidence to support this view, but some of it 
requires critical study before it can be aceepted as valid, 
and some seems prima facie to be anomalous. 

To say that peptic ulcers develop only where acid 
pepsin has access is to beg the question. Most duodenal- 
ulcer patients and some with gastric ulcers are hyper- 
secretors of acid and pepsin, but there are others who 
are not, and many gastric- -ulcer patients have no free 


* From a lecture delivered in the » University of 1 of Ilinois, 
Chicago, in 1951. 
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hydsechiovie acid most ot the time in their gastric 
contents. That ulcers may be promoted experimentally 
by methods which cause continuous hypersecretion of 
acid in laboratory animals (Hay et al. 1942) is suggestive 
but far from conclusive evidence that spontaneous peptic 
ulcers in man are similarly generated, and the fact that 
alkalis relieve peptic ulcer pain proves only that acid is 
concerned in ulcer distress. Doll et al. (1956) were 
unable to demonstrate any acceleration of healing of 
gastric ulcers by alkalis. However, some of these 
paradoxes may be resolved by a study of local acidity 
where the ulcers develop. 

It has been repeatedly shown that duodenal-ulcer 
patients secrete, on the average, a greater volume of 
gastric juice and more hydrochloric acid than do healthy 
people. This is true both of acid produced in response 
to stimulation and of acid spontaneously secreted between 
digestive periods (fig. 1). But many patients with 
proved duodenal ulcers provide no evidence of excessive 
secretion of acid. However, Berk et al. (1942) showed 
that samples withdrawn from the duodenal bulbs of such 
patients were more often acid than were similar samples 
taken from healthy people, showing that there is a defect 
in neutralisation. Either insufficient alkali is being 
secreted—e.g., by the pancreas—or there is a mechanical 
failure of regurgitation from the second into the first part 
of the duodenum, regurgitation which cineradiography 
shows to be capricious. There is evidence, then, that 
duodenal-ulcer patients have an abnormal amount of 
acid to contend with where the ulcer develops, even 
though this is not always due to acid hypersecretion 
in the stomach. It must be noted, however, that the 
acidity in the duodenal bulb is seldom as much as 
that found in the stomach of the same person. Clearly, 
if it is acid and pepsin that erode the duodenum, the 
duodenal defences are inferior to those of the stomach, 
for in most duodenal-ulcer patients the stomach resists 
digestion. 

Since duodenal contents are seldom sufficiently acid 
to allow free peptic activity, and since there is present 
in the duodenum another proteolytic enzyme which does 
not require acid for its operation, it is odd that trypsin 
has received no consideration as a factor in the main- 
tenance, if not the production, of chronic duodenal ulcers, 
especially since some duodenal ulcers seem to lose all 
response to antacid therapy after penetration into the 
pancreas. Evidence against this possibility, however, is 
the prompt healing of duodenal ulcers after gastrectomy 
proximal to them. 

Though acid hypersecretion is common in association 
with duodenal ulcers, gastric-ulcer patients do not, on 
the average, secrete so much hydrochloric acid as do 
healthy people, and many of them have no free hydro- 
chloric acid in their gastric contents (fig. 1). Since 
pepsin can operate only in the presence of fairly strong 
acid, it is not immediately apparent what justification 
there can be for regarding such ulcers as ‘‘ peptic ’’ at all. 
If there is an answer to this objection it too must surely 





Puddle in 
gastric sump 


A 


Fig. 2—Extreme forms of stomach: A, long, narrow, poorly mixing, 
associated with gastric ulcer ; B, steer-horn, hypertonic, well mixing, 
associated with duodenal ulcer ; hatching, acid parietal-cell juice ; 
stippling, alkaline antral juice. 

emerge from consideration of the local acidity in the area 

where ulcers develop. 

When gastric secretion is tested, it is the contents of 
what might be called the ‘‘ sump ” of the stomach which 
are aspirated for examination (fig. 2). This material is 
a mixture of acid parietal-cell secretion, alkaline juice 
from the antrum, gastric mucus, swallowed saliva, and 
sometimes bile, pancreatic juice, and succus entericus 
regurgitated from the small bowel. The parietal cells, 
which are confined to the body of the stomach, secrete 
acid of the same strength of 0-159 N in everyone 
(Hollander 1943, Davenport 1943), and the acidity of the 
gastric juice aspirated depends on the proportions of its 
various constituents. As Hurst (1920) pointed out, 
gastric ulcers are more likely to develop in a Jong hypo- 
tonic stomach drawn into a narrow waist at the centre. 
In a sagging J-shaped stomach of this kind the innocuous 
contents of the sump cannot often come in contact with 
the upper reaches of the gastric body, and what is 
trickling down the walls in this position is a mixture of 
acid parietal juice mixed only with mucus and lacking 
alkaline antral juice (fig. 2). Its acidity must necessarily 
be much closer to that of pure parietal juice and therefore 
more acid than the contents of the sump. Absence of 
free hydrochloric acid from the aspiratable gastric con- 
tents need not deter us, therefore, from believing gastric 
ulcer to be ‘* peptic ”’ in origin. 

When the patient lies down, the innocuous contents 
of his sump, including his alkaline antral juice, can wash 
up over his ulcer; this would explain the relief of pain 
so commonly experienced by gastric-ulcer patients when 
they lie down. Doll and Pygott (1952) have shown that 
of all the therapeutic measures tested, only rest in bed 
has any statistically significant effect on the rate of 
healing of gastric ulcers. 

A patient who lies on his left side hates 
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his greater curvature in juice containing 
the alkaline antral component, whereas 
(30) one who lies on his right side pools this 
protective material in his antrum. The 
lesser curve is obviously the area least 
accessible to antral juice; this fact may 
have an important bearing on the prev- 
alence of peptic ulcers ir this area. 
Anything ‘which encourages the forma- 
tion of a puddle of juice made up largely 
of parietal-cell secretion and lacking alka- 
line antral juice must cause an unusually 
potent acid attack where the puddle lies. 








PERCENTAGES OF PATIENTS IN GROUPS 


Fig. |—lonised hydrogen in whole of nocturnal gastric secretion. 
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~a/ Such a situation arises when the stomach 
is divided into two loculi by an hour- 
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glass deformity, by folding or by the narrowing com- 
monly seen in the middle of a long hypotonic stomach. 
Hitzenberger and Reich (1924) reported that just such 
a separation into two compartments is seen, too, when 
a gastric-uleer patient bends forward—e.g., as when 
sitting at a desk—during radiological examination. They 
remarked that the fold always occurred just at the level 
of the ulcer. The high incidence of gastric ulcer in 
patients with kyphosis could be related to this mech- 
anism. So also could the prevalence of gastric ulcers 
among young women in the days of the wasp-waist 
corset. 

Though it has been shown that there are good reasons 
for believing that a person with slow gastric secretion 
and no free hydrochloric acid in his aspiratable gastric 
contents may yet have a strongly acid attack to contend 
with high up on his lesser curve, his hyposecretion may 
have implications at least as important in relation to 
his defences. 


The Defence 


The most conspicuous feature of a mucus membrane 
is that it secretes mucus, and particularly is this so in 
the stomach. The protective properties of this material 
are remarkable. It can neutralise about 15 times jts own 
mass of N/10 hydrochloric acid, and it is reported to 
inactivate pepsin (Babkin and Komarov 1932). I have 
shown (fig. 3) that strong acid penetrates gastric mucus 





GASTRIC 





Perforated 
partitions 





Fig. 3—Penetration of gastric mucus by acid: in the centre cell is 
placed gastric mucus ; in one end cell are water and an indicator ; 
in the other end cell is N/10 hydrochloric acid. The time required 
for acid to cross the 05 cm. mucus barrier and produce the earliest 
detectable colour change near the face of the perforated partition 
varied from 4'/, to 6'/, hours for five samples of mucus. 


at the rate of only about 1 mm. an hour. But 
if mucus is wiped off the lining of the stomach at 
operation, it is seen to be replaced at a rate well in 
excess of that which would be required to produce a layer 
1 mm. in depth in an hour, the rate at which it can be 
penetrated in the opposite direction by acid. That 
mucus can be secreted and replaced faster than it is 
penetrated was proved by Wolf and Wolff (1943), who 
reported that the mucus in their fistulous patient 
remained at a pH above 4 even though in contact with 
strong acid. Shed mucus, on the other hand, is slowly 
acidified. The rapid digestion of the stomach after death, 
as soon as secretion stops, could have the same explana- 
tion. Wolf and Wolff also reported that acceleration of 
acid secretion was always accompanied by a brisk out- 
pouring of mucin, and the introduction of extraneous 
acid into the stomach had the same effect. This evidence 
suggests that acid ordinarily stimulates the epithelium 
to secrete mucus at whatever rate is necessary to hold 
the acid at bay, thus preventing it from reaching the 
living cells at a strength greater than pH 4, a level of 
acidity well below that at which pepsin operates. 
Anything which slows down the secretion of mucus at 
a point where penetration of the mucosa by acid becomes 


possible could initiate ulceration. We can but speculate 
how this might come about, but it might reasonably be 
assumed that a patient who is basically a hyposecretor 
is more vulnerable than one who is a hypersecretor. The 
hypersecreting duodenal-ulcer patient has therefore the 
more secure gastric defences, and a little light is shed on 
the observation that gastric-ulcer patients are, in the 
main, hyposecreting. 

It is true of most secreting cells that they cannot 
maintain their activity indefinitely without rest. It 
would be expected that mucus-secreting capacity might 
become exhausted if the attack were sufficiently pro- 
longed, and there is some evidence that this may happen. 
When pyloric stenosis develops in a duodenal-ulcer 
patient, acid gastric juice is retained in the stomach, and 
a gastric ulcer not infrequently appears as a complication 
(Johnson 1955, 1956); indeed this is the usual sequence 
in cases of associx*+ed duodenal and gastric ulcers. Gastric 
teers develop t2v after ligature of the pylorus in rats 
(Shay et al. 1945), after vagotomy in rabbits (Beazell 
and Ivy 1936), and sometimes after vagotomy in man 
(Johnson 1948). These too could all be regarded as 
‘* retention-type ”’ ulcers. 

Barlow (1951) discovered arteriovenous shunts in the 
submucous layer of the stomach. It is hardly likely 
that such physiological short-circuiting of arterial blood 
would cause sufficient local anoxia to produce mucosal 
necrosis. But it was observed by Wolf and Wolff (1943) 
that relative anoxia slowed the secretion of mucus, and 
it is not impossible that it is such slowing occurring 
locally which on occasion allows penetration of the mucus 
by acid, thus initiating a gastric uleer. Barlow (1951) 
demonstrated, by a most ingenious method, that these 
shunts open up under the influence of adrenaline; this 
observation would link up with the well-known connec- 
tion between the emotions and ulcer relapse. 

That the duodenum is overwhelmed by a level of 
acidity easily tolerated by the stomach reflects the 
observable fact that the duodenum is greatly inferior to 
the stomach as a secretor of mucus. 


Summary 


In spite of evidence which sometimes seems contra- 
dictory, peptic ulcers develop in areas which are the site 
of local hyperacidity. This may be one more penalty 
for the upright posture of man. 

Healthy gastric mucosa can secrete mucus faster than 
mucus can be penetrated by acid, but its mucus-secreting 
capacity may become exhausted if the acid attack is 
excessively prolonged, thus explaining why gastric reten- 
tion can produce a gastric ulcer. 

A possible link between gastric ulcer, arteriovenous 
shunts, and the secretion of adrenaline is hinted at. 

The most important factors in the pathogenesis of 
gastric ulcer are a sagging toneless stomach producing 
local hyperacidity, hyposecretion of mucus, and pro- 
longation of the acid attack by gastric retention. 
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A stupy of the secretion patterns of peptic-ulcer 
patients has led to the view not only that duodenal and 
gastric ulcer should be regarded as different diseases, 
probably having different causes and certainly calling 
for different treatments, but also that gastric ulcers 
should be further divided into three groups having each 
its characteristic clinical course and each its special 
therapeutic requirements. 

It has been repeatedly shown that patients with 
duodenal ulcers secrete, on the average, more gastric 
juice and more hydrochloric acid than do healthy people. 
Gastric-ulcer patients, on the other hand, show on the 
average no such evidence of hypersecretion; indeed 
many of them have no free hydrochloric acid at all in 
their resting juice (Johnson [1957], fig. 1). There are two 
types of gastric ulcer, however, which are found most 
commonly in hypersecretors and which together make up 


about 25% of all gastric ulcers. The first of these is the- 


prepyloric ulcer. Patients with these ulcers exhibit a 
secretion pattern very like that of duodenal-ulcer 
patients, and prepyloric ulcers have often been remarked 
to have other features also which make them more 
like’ duodenal ulcers than like ulcers elsewhere in the 
stomach. 

The other gastric ulcers which are usually associated 
with hypersecretion are the ones found in conjunction 
with duodenal ulcers. I have shown (Johnson 1955) that, 
of concomitant gastric and duodenal ulcers, the gastric 
lesion is the later to develop and usually comes on as a 
complication of pyloric stenosis and gastric retention. 
According to Hurst and Stewart (1929) about 12% of 
gastric-ulcer patients examined post mortem are found 
also to have duodenal ulceration or scarring. However, 
surgeons encounter a higher proportion ; there were 25% 
among my own 141 gastric-ulcer cases. This is presum- 
ably because the combined lesions are more severe and 
recalcitrant than the solitary ones and are more often 
referred for surgery. Wilkie (1926) found duodenal 
ulcers as well in more than 50% of his gastric-ulcer 
patients. 

When these two special groups of gastric ulcers, the 
prepyloric (type 11) and the combined (type 1), are 
excluded, and the remainder studied as a separate group 
(type 1), it is found that they consistently exhibit a very 
low level of acid secretion (see accompanying figure). 
Continuous all-night gastric aspiration may recover no 
more than 50—80 ml. of juice, compared with 500-1500 ml. 
in a duodenal-ulcer patient, and in more than half of 


them there is no free hydrochloric acid. As Hurst (1920) 
pointed out, gastric ulcers are likely to develop in long 
sagging hypotonic stomachs with a narrowed waist 
half-way down. The exceptions are to be found among 
prepyloric and combined ulcers, and the J-shaped droop- 
ing stomach is characteristic only of type-1 ulcers. 
Measurements on radiographs confirmed this observation, 
but the evidence has not been analysed statistically, 
because it has been somewhat invalidated by omission to 
give a standardised dose of barium. At laparotomy on 
these patients the stomach is usually found to be small 
and empty. Ulcers of type 11 combined with ulcers or 
their scars in the duodenum were observed, like duodenal 
ulcers alone, to be associated with large—often enormous 
—retentive stomachs (Johnson 1955). 


Blood-groups in Gastric-ulcer Patients 
Aird et al. (1953, 1954) reported that, in Britain, 
patients with carcinoma of the stomach are more often 
of blood-group A, and peptic-ulcer patients more often 
of blood-group O, than the rest of the community. 
The extent to which these findings have been corrob- 
orated by others in different parts of the world is 


TABLE I-—BLOOD-GROUP DISTRIBUTION OF 523 TYPED GASTRIC 








ULCERS 
Blood-group 

No. of 

Type cases 
Oo A B AB 
1, strict .. Pa 89 40 40 7 2 
I, remainder ae 170 87 71 4 3 
II é% a% 166 91 61 8 6 
II we as 98 59 32 5 2 

Total... 523 | 277 204 i a eS 

Controls . . os 10,000 4578 4219 890 313 


“ Strict ” t -I are those operated on and classified personally by 
me at the time, since the careful examination of each specimen 


began. 

Other pes ulcers were classified later on the basis of operation 
notes. 

Types e.g mr are all considered to have been dependably 
classi . 

Some of these cases were also included in the series of Aird et al. 


(1954). 
Controls for N.W. London are from Discombe and Meyer (1952). 


remarkable. It has been further confirmed that the 
group-O excess among gastric-ulcer patients is consider- 
ably less than that associated with duodenal ulcers. 

I have asserted that an important proportion of gastric 
ulcers (type 11) occur as a late complication of duodenal 
ones, and these would therefore be expected to exhibit 
the blood-group distribution characteristic of duodenal 
ulcers alone rather than of gastric ulcers alone. It has 
also been remarked that prepyloric or type-111 ulcers have 
more in common with duodenal ulcers than with other 
gastric ones. It would therefore not be surprising if 
these too were to show a similar trend to that of duodenal 
ulcers in their associated blood-group characteristics. 

Table 1 gives the blood-group distribu- 
tion for a surgical series of 523 gastric 
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Nocturnal secretion of acid by healthy people and peptic-ulcer patients. 
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TABLE II—PERCENTAGE FREQUENCIES AND INCIDENCE OF 
GASTRIO@ ULCER IN PERSONS OF GROUP O RELATIVE TO ITS 
INCIDENCE IN PERSONS OF THE OTHER THREE GROUPS 











— Relative 
Type 0 A B AB iincidence 
I, strict .. a 44-9 44-9 7-9 2-2 0-97 
I, remainder aX 51-2 41°8 5-3 1-8 1-24 
1, total .. ‘sé 49-0 42-9 6-2 1-9 1-14 
u pie aa 54°38 36-7 4°83 3-6 1-44 
Ill «* ee 60-2 32-7 5-1 2-0 1-79 
n+ .. ey 56-8 35-2 4-9 3-0 1-56 
o* es 53-0 39-0 5°5 2-5 1-33 
Controls .. es 45°8 42-2 8-9 3-1 “is 


that of R. A. Fisher, as given by Holt (1947-49). There 
is therefore some suggestion of a real difference in blood- 
group frequencies between type 1, on the one hand, and 
types 11 and 111, on the other. 

Dr. Fraser Roberts (personal communication) has 
calculated the average incidence of ulcers in persons of 
group O relative to their incidence in persons of other 
groups, for 8400 cases of duodenal ulcer and 4000 of 
gastric ulcer, in published series from London, Manchester, 
Newcastle, Liverpool, Glasgow, Copenhagen, Oslo, 

* Vienna, Iowa, and Boston. The average relative incidence 
in group O was 1-38 for duodenal ulcers and 1-19 for 
gastric ulcers. . 

If type-11 and type-m gastric ulcers have the same 
blood-group characteristics as duodenal ulcers, and type-I 
show no excess of O, as suggested by my figures, then 
of the 4000 published gastric-ulcer cases half would have 
to have been of types 11 and 11 to account for the whole 
of the group-O excess observed for all gastric ulcers 
together. This is a proportion which accords with that 
in the series here reported. 

Let it be emphasised that my figures do not prove 
anything. Such -small figures can be no more than 
suggestive at the best. They lend support, however, to 
my hypothesis that gastric ulcers are of more than one 
kind. Very many more series of this kind are required 
before we can judge whether there is truly a category 
of gastric ulcers which has genetic features different from 
those of other gastric ulcers, or even perhaps similar to 
those of gastric carcinoma. 


Clinical Differences 
The clinical behaviour of the three types of gastric 
ulcers differs considerably, as does the prognosis. Antral 
or type-11 ulcers, when close to the pylorus, have been 


TABLE III—PROPORTIONS OF PATIENTS ADMITTED WITH GASTRIC 
ULCERS OF EACH OF THE THREE TYPES, OPERATED ON AS 
EMERGENCIES FOR HZ MORRHAGE 











Type No. of | No. operated on for 
surgical cases active bleeding 
I er ay se 78 6 (8%) 
II ee - ee 36 | 10 (28%) 
Bt 5 “2 <2 27 9 (33%) 
Total <a a 141 25 (18%) 








noticed to produce severe symptoms, often out of pro- 
portion to the size of the crater. All the symptomless 
gastric ulcers seen by me, on the other hand, have been 
type-1. Prepyloric ulcers often cause pyloric obstruction 
and are sometimes associated with enormous hypertrophy 
of the antral and pyloric musculature. They can then, 
like duodenal ulcers, cause the onset of a type-11 gastric 
ulcer as well, and 4 cases of this combination have been 
observed. Prepyloric ulcers are likely to bleed (table m1), 
and most of the perforated gastric ulcers which I have 
operated on have also been of this type. For these 
reasons, and because ulcers in the antrum not uncommonly 
prove cancerous, early elective surgery is often the 
soundest course for antral ulcers. ! 
Gastric ulcers which have developed in hypersecreting 
patients as a result of pyloric obstruction (type 11) tend 
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to grow very large, are particularly resistant to medical 
treatment, and are liable to massive hzemorrhage, which 
fact explains the frequency with which they also have 
to come to surgery (table m1). 


It is not uncommon to find small, often multiple, acute 
erosions in the stomach-in association with a chronic 
duodenal ulcer, and these, too, can cause severe hema- 
temesis. Indeed, when a patient with pyloric stenosis 
has had a hematemesis, associated acute gastric ulcers 
have often been found to be the source of it, though an 
unsuspected chronic gastric ulcer is sometimes revealed 
at laparotomy. In all of 13 cases of massive hemorrhage 
in patients with combined duodenal and gastric ulcers 
it was from the gastric ulcers that the blood was coming 
(Johnson 1956). I also reported: that 47% of 135 
patients with these type-II gastric ulcers had histories of 
bleeding, whereas only 8% had bled among the type-1 
gastric-ulcer patients admitted to hospital during the 
-same period. To harbour a type-l gastric ulcer is 
evidently dangerous to life; and, since most have to 
come to surgery sooner or later, it is wise to resort to 
surgery early. 


Treatment of Gastric Ulcers 


Most textbooks deal with the treatment of peptic ulcers, 
whether duodenal or gastric, as a single subject, and the 
basis of treatment is the control of supposed gastric 
hyperacidity. In duodenal ulcers, prepyloric ulcers, and 
combined ulcers this is rational enough, but in patients 
with type-1 gastric ulcers and subnormal acid secretion 
the justification for antacid therapy is less obvious, nor 
is it at once plain why alkalis relieve pain in these 
cases. 

It can be shown radiologically that, in the long drooping 
stomachs in which type-I ulcers occur, food drops into 
the dependent sump and may not fill the stomach up to 
the level of the ulcer when the patient is upright. In 
such a patient the acid secreted in response to the stimulus 
of food in the sump trickles over the ulcer unbuffered by 
the food and quickly brings on pain, even though juice 
aspirated from lower down in the stomach contains no 
free acid. If this innocuous material in the sump could 
be made to submerge the ulcer, pain should be relieved. 
Accordingly 9 gastric-ulcer patients were asked to observe 
whether lying down eased their pain. 6 found that it 
did, and 2 of these noticed that lying on the left side 
was more effective; lying on the right side was often 
no use. 

Similarly between digestive periods recumbency ensures 
that the important alkaline antral component of the 
resting juice shall be able to wash up over the ulcer. 
Doll and Pygott (1952) showed that only rest in bed, of 
all the therapeutic measures tested, had any statistically 
significant effect on the rate of healing of gastric ulcers, 
and it may well be that the recumbent attitude was the 
effective element. 

Reasons have been given for believing that the site of 
a type-I gastric ulcer is a zone of hyperacidity (Johnson 
1957). If this is true, it is understandable why swallowed 
alkalis can relieve the pain of an ulcer in an “ achlor- 
hydric” patient. However, once they have passed the 
ulcer and dropped into the sump, alkalis cease to have 
any function because the contents of the sump are already 
safely hypochlorhydric or achlorhydric. Doll and Pygott 
found no evidence that alkalis without rest in bed 
made any difference to the rate of healing of gastric 
ulcers. 

For postural treatment to be effective it is obviously 
necessary for the patient’s position to be truly horizontal, 
and that no half-measures, with a pile of pillows under 
the shoulders, be allowed. 

I have often urged that benign gastric ulcers not 
associated with hypersecretion should, if they have to 








THE LANCET] 


520 
come to surgery, re treated w ith as moderate ¢ a resection 
as is comps atible with removal of the ulcer (Johnson and 
Orr 1954). The purpose of the operation in these cases 
is not the control of hypersecretion but, in my view, the 
shortening of the overlong stomach. Recurrence is not 
a problem in these cases, and there is no reason for more 
radical ablation. It might have been expected that 
sleeve resection would be adequate for these lesions, but 
gastric ulcers sometimes recur after this operation. 
Sleeve resection inevitably leads to denervation of the 
distal segment of stomach, and this must, like formal 
vagotomy, disorganise gastric emptying. Vagotomy 
alone, like other things which cause gastric retention, is 
not infrequently followed by the appearance of a gastric 
ulcer, and the recurrences which follow sleeve resection 
could be regarded as ‘‘ retention” ulcers too. Similarly 
Billroth-1 gastrectomy has been reported to be sometimes 
followed by retention. and sometimes followed by a 
recurrent ulcer in the stomach. 

When prepyloric or combined gastric ulcers, associated 
with hypersecretion, come to surgery, the moderate 
resection recommended for other gastric ulcers is unsuit- 
able, and an operation adequate for the control of the 
hypersecretion must be done—either a radical gastrec- 
moderate resection combined with 


tomy or a more 
vagotomy. 
Summary 

Reasons are expounded for considering that gastric 
ulcers should be divided into three separate types having 
different prognoses and requiring different methods 
of treatment. 

Type 1 is the commonest and is associated with hypo- 
secretion. It responds to recumbency but its healing is 
not accelerated by alkalis. Surgery, if it becomes 
necessary, may be relatively conservative. 

Type wu is the gastric ulcer which complicates a 
duodenal ulcer. It is associated with acid hypersecretion 
and gastric retention. This ulcer has a bad prognosis. 
It is resistant to medical treatment, tends to become 
very large, and is likely to bleed profusely. Surgery is 
usually required and should be adequate to control 
the hypersecretion. 

Type m1 is the prepyloric ulcer, which is more like a 
duodenal ulcer than an ulcer elsewhere in the stomach, 
and requires similar treatment. It is also more apt to 
develop urgent complications than is a type-1 ulcer. 

Reasons are given for believing that patients with 
type-I ulcers may differ genetically from those with ulcers 
of type I or type Il. 

Principles.of treatment are reconsidered in the light of 


these observations. 
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. . » We are much more likely to be able to improve our 
performance by learning how to learn than in any other way. 
Indeed, should we not do well to direct much more attention 
to control of all living processes ? If we learnt more of how 
the metabolism of each cell was regulated every minute, we 
should surely be forging weapons for agriculture and medicine 
much more powerful than can be obtained only by the study 
of breeding. . We could probably all live longer and better 
lives if we knew how best to control our stomachs, our hearts, 
and our livers—as well as our brains. Yet there 
we leave them to 
F.R.S. Address 
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our muscles, 
is little scientific study of such questions 
quacks and moralists.’’—Prof. J. Z. Youne, 
to the British Association, Sept. 5, 1957. 
September, 1957. 
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RECENT DEVELOPMENTS IN 
THE TREATMENT OF THE PARAPLEGIC 
BLADDER 


J. Cossre Ross N. O. K. Grpson 
Ch.M. Lpool, F.R.C.S Ch.M. Lpool, F.R.C.S., F.R.C.S.E 


M. DaMANsKI 
M.D. Lwow 
From the Liverpool Regional Paraplegic Centre, Southport 


THERE is no doubt that patients with traumatic 
paraplegia should be admitted to a special centre as soon 
as possible after the injury. General hospitals, no matter 
how good, are not equipped to deal with this condition, 
and, in particular, lack the special nursing provision. 
Follow-up investigations prove beyond doubt that 
patients admitted early to a special centre make better 
progress and tend to escape gross urinary infection, 
calculi, and hydronephrosis, all of which are common in 
those treated at general hospitals for long periods. 
Urinary calculi, once a scourge in this condition, are now 
rarely seen in patients treated from an early stage in 
special centres. 

Treatment is a codperative affair, involving neuro- 
surgeon, orthopedist, plastic surgeon, and urologist. 
Treatment is by no means static, and new methods have 
improved the results beyond all recognition. Here we 
outline the methods in common use at the Southport 


centre. 
Initial Treatment 


In all cases of acute paraplegia, vesical emptying con- 
tractions are abolished and there is acute retention of 
urine with overflow. A clear distinction should, however, 
be made between those patients in whom the neural 
damage includes the spinal reflex are subserving micturi- 
tion (S 2, 3, and 4), and those with higher lesions in 
whom the bladder reflex action is merely suppressed as 
part of the spinal shock. In the former group (the 
autonomous bladder), paralysis of the bladder is per- 
manent; but, as the external sphincter and the muscles 
of the pelvic floor are also paralysed, urine can be 
expressed by manipulation or straining, especially as the 
abdominal muscles retain their power. In the latter 
group, who may progress to an automatic or reflex 





Fig. |—Cross-section of various catheters and tubes to show relative 
inside and ide di ters: |. J h (18F). 2. Latex 
Foley catheter (18F). 3. Portex tubing “(18F). 4. Latex Foley catheter 
(14F). 5. Portex tubing (12F). ¢. Polythene tubing (7/8F). 7. Portex 
tubing (9F)../8. Polythene tubing (4/SF). 9. Portex tubing (6F). 
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bladder, overflow ine ontinence continues until the spinal 
reflex contractions of the bladder return, which may not 
be for many weeks or months. 

Two factors must be considered—i.e., over-distension 
of the bladder and incontinence. Although the matter 
has not yet been finally settled, we suspect (mainly from 
subjective evidence) that over-distension prejudices the 
eventual development of detrusor contractions. For this 
reason we drain the bladder in male patients with 
traumatic paraplegia. Drainage is even more important 
iu the female, for otherwise the bed is constantly wet, 
thus aggravating the tendency to develop pressure sores. 
Space does not permit a full description of all the methods 
of bladder drainage ; so we intend to give an account of 
the method which has gradually evolved and been found 
most efficient in our hands. 

We believe that continuous drainage has obvious advan- 
tages over other methods, but do not favour the usual 


Foley type of catheter (even one made of latex rubber). ~ 


The lumen is small compared with the outside diameter 
(fig. 1), and the balloon tends to collect calcium salts 
which flake off into the bladder on deflation. The sur- 
face sometimes becomes sticky on boiling. Moreover, 
the necessity for frequent washouts and changes of the 
catheter introduces the risk of cross-infection. + 

One of us (N. O. K. G.) has been experimenting with 
long ‘‘ catheter-tubes,”’ made of fine ‘ Polythene’ tubing, 
which possess the following advantages : 

1. Urethritis is minimised or eliminated, partly by the nature 
of the material, which is physically and chemically non- 
irritant, and partly by the small calibre of the tube (outside 
diameter only 1-5mm.). The urine remains sterile for as long 
as a fortnight without the use of antiseptics, and clinical 
urinary infection may be delayed for months. Urethral 
pressure sores and fistulae are completely e 

2. Drainage continues for many weeks, usually without any 
attention whatsoevér. By the avoidance of washouts and 
changes of catheter, cross-infection is eliminated and nursing 
time saved. 

3. The tubing is so light that there is little tendency for it 
to be displaced with the patient’s frequent changes of position 
but is rigid enough to resist compression or kinking. 


The tube may become blocked with mucus after a 
time, but it can usually be cleared by the use of a syringe 
and needle applied to the distal end. Larger sizes may 
be substituted if required. Accumulations of mucus or 
heavy infection may necessitate the temporary use of a 
Foley-type catheter (no. 14 or 16) to permit washouts. 
Needless to say, the insertion of a polythene tube or 
catheter necessitates the most scrupulous attention to 
sterility, the procedure being carried out under full theatre 
technique in a special ‘‘ bladder room “‘ (see appendix). 

Other routine measures during the initial treatment 
include : 

1. Turning the patient in bed every two to four hours. 

2. A high fluid-intake—six pints in the twenty-four hours 
(chemotherapy is reserved for acute exacerbations of infection). 

3. The prevention of pressure sores. 

4. The prevention of deformities by passive movements 
given by the physiotherapist. 

5. The correction of a negative nitrogen balance by the 
transfusion of several pints of blood. 

6. Early ambulation. 


Intermediate Treatment 


The stage of spinal shock is followed by a gradual 
return of uncontrolled reflex activity in the area below 
the level of the neurological lesion. When this phase is 
reached bladder drainage is discontinued as soon as 
emptying is efficient, either by expression or by reflex 
contractions of the detrusor muscle. Certain types of 


bladder function may be expected from the nature and 
level of the lesion, e.g. : 

1. In the cervical, upper, or mid-dorsal lesions, the reflex 
arc is uninterrupted, and therefore the detrusor muscle reacts 
with strong reflex contractions at a certain point of bladder 


filling—a condition similar to that seen in infancy. Should 
the catheter or polythene tube become blocked, voiding of 
urine around the catheter strongly suggests a return of 
reflex activity. 

2. In the commonly seen lesion of the dorso-lumbar spine, 
there is often a combination of upper and lower motor-neurone 
lesions. If the reflex arc is intact, the bulbocavernosus and 
anal reflexes will be present or will eventually return, clearly 
heralding an automatic or reflex bladder. 

3. In cauda-equina lesions, the nerve-roots, mainly inside 
the subarachnoid space, are damaged. These result from 
fractures or fracture-dislocations of the first lumbar vertebra 
or lower. All reflexes below the level of the neurological 
lesion are permanently absent (including the bulbocavernosus 
and anal reflexes). Under such circumstances no reflex 
activity of the bladder can be expected, and the patient must 
rely on abdominal straining and suprapubic pressure to empty 
the bladder. The lower the lesion, the better are the 
abdominal muscles. 


It is important to remember that in a patient with a 
cord (upper motor neurone) lesion, a cauda-equina lesion 
will develop if a subarachnoid alcohol block be given for 
spasticity of the skeletal muscles. 

Both reflex emptying and abdominal straining can be 
assisted by manual pressure applied to the suprapubic 
region (except, of course, in the case of the quadriplegic 
patient). 

Bladder Training 

Many patients prefer to micturate into a two-chamber 
rubber urinal (capacity 25 ounces); the act is initiated 
by the patient lifting himself in the ‘wheel-chair. It may, 
however, be possible to dispense with a urine-collecting 
apparatus if the method of conditioning the bladder 
reflexes by the clock, advocated by Munro (1952), is 
successfully applied. 

Bladder training should begin when the reflex or 
automatic stage has been reached. The catheter is 
released at regular intervals by the clock, thus training 
the detrusor and aiming at a bladder which will retain 
six or more ounces without reflex evacuation. After the 
catheter has been removed, the aim is regular evacuation 
of the bladder (again by the clock) by control of the 
intake of fluids. This aims at training the sphincter. 
No fluids are given between 7 P. M. and 7 a.M., but drinks 
are given every hour during the remaining twelve hours, 
aiming at a three-hourly evacuation. Reflex micturition 
may be initiated by the patient lifting himself in his 
chair, or, when in bed, by using the overhead bar and 
handles. If bladder training is to be successful, the 
bladder must be of the reflex or automatic type and of 
reasonable capacity. It is useless in the autonomous 
bladder. Adverse factors are a suprapubic fistula, obstruc- 
tion at the bladder neck, an over-stretched bladder, and 
lack of coéperation by the patient. 

It is obvious that, in female patients, if bladder training 
is not successful, the only alternative to continuous 
drainage is the expressible bladder. 


Final Treatment 

If, in spite of this detailed régime, reflex micturition 
is not satisfactory and a large residual urine persists, a 
further search must be made to find the cause (Ross 
1951). A high residual urine inevitably leads to urinary 
infection, which in turn may pass on to renal failure and 
death. In our earlier series at Southport, we found that 
many of our patients were unsatisfactory in this way and 
required some further procedure. Fewer now need 
further treatment, and it seems likely that a further fall 
in ‘the numbers might be expected if patients were 
admitted to the special centre soon after the injury. 
Sometimes an automatic or reflex bladder does not 
develop, and retention of urine persists. An automatic 
bladder may develop with a large amount of residual 
urine ; or the bladder may be automatic with a negligible 
amount of residual urine but ureteric reflux, and progres- 
sive loss of function or progressive hydronephrosis 
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(a) 
Fig. 2—Cysto-urethrogram before (a) and after (b) resection of 
bladder neck. 


threatens the future. Infection, also, is of great import- 
ance, and specimens of urine should be examined in the 
morning before polyuria has been induced by the forced 
diuresis. Severe infection is likely to lead to pyeloneph- 
ritis with impairment of renal function, and is, therefore, 
an indication for operation. Again, there is the female 
patient who fails to achieve an expressible bladder. For 
all these reasons, active measures are necessary if 
reasonable evacuation of the bladder is to be attained 
and the patient’s life preserved. 

In the search for these further complications, a com- 
plete reinvestigation is carried out, including cystometro- 
gram, cysto-urethroscopy, and cysto-urethrogram. This 
last, using the Damanski technique (Ross and Damanski 
1953, Damanski and Kerr 1957), has proved the most 
useful single investigation. 

The possible methods of treatment are : 

1. Alcohol block. 

2. Resection of the bladder neck, 

3. Pudendal neurectomy. 

4. Division of the external sphincter. 

Sometimes a single procedure is not successful and two, 
or even three, are necessary before the result is satisfac- 
tory. For example, in our series two procedures were 
necessary in 16 cases and three in 7. This is largely 
new ground, but at present the specific indications for 
each method are becoming clarified and more precise. 


Alcohol Block 

We use the subarachnoid alcohol block in certain 
patients, especially in the neurologically complete cord 
lesion associated with much spasticity of the skeletal 
muscles. This type of lesion is usually found in mid- 
thoracic or in higher injuries. It is plainly undesirable 
to give an alcohol block to an incomplete lesion except 
where the remaining function is of no practical value. 

Disadvantages of the alcohol block include : 

1. It is sometimes unsuccessful. 

2. Valuable detrusor contractions may be abolished. This 
can be demonstrated by cystometry. 





(e) (6) 
Fig. 3—Cysto-urethrogram before (a) and after (b) pudendal 
neurectomy. 
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3. The effect of the alcohol is indiscriminate and usually 
destructive of neural tissue. 

4. We suspect that the block abolishes erection and also 
interferes with ejaculation. 

5. It has been argued that the alcohol block assists micturi- 
tion and safeguards the upper urinary tract by reducing 
hypertonia. Cystometric investigations of a large number of 
patients have shown that this view is often incorrect and 
that the basic pressure curve is rarely affected significantly. 


In spite of all these disadvantages, alcohol block is 
valuable in the carefully selected case. 


Resection of the Bladder Neck 

If the residual urine remains high, and the bladder is 
satisfactory otherwise (i.e., good detrusor contractions, 
or satisfactory straining pressure on cystometry), and a 
shelf or ledge is demonstrated at the posterior aspect of 
the bladder neck on cysto-urethrogram (fig. 2a), we advise 
perurethral resection. The Gershom-Thomson cold-punch 
resectoscope is used, resecting 8-10 strips from 5 to 
8 o'clock. Extensive resection is not necessary, and indeed 
is inadvisable, for there seems to be little thickness of 
tissue between the resectoscope in the urethra and the 
finger in the rectum. The resected tissue is found to 
consist largely of muscle-fibres, but there is often an 
admixture of fibrous tissue which may be of inflammatory 
origin and probably causes a stiffness or induration at 
the bladder neck. After the operation it should be 





(a) (b) 
Fig. 4—Cysto-urethrogram before (a) and after (b) division of 
the external sphincter muscle. 


possible to demonstrate that the shelf has disappeared and 
that the bladder neck is wide and unobstructed (fig. 2b). 
The neck can, of course, be resected in both upper and 
lower motor-neurone lesions (Ross 1956). 


Pudendal Neurectomy 

The cysto-urethrogram may, however, show spasm of 
the external sphincter, or of both sphincters, the whole 
length of the prostatic urethra being closed and impos- 
sible to dilate by injection of opaque fluid from the 
external urinary meatus (fig. 3a). 

This constitutes a spastic obstruction, and is best 
treated, in our opinion, by a pudendal neurectomy. At 
first we confined the operation to patients with spasticity 
limited to the external sphincter, but soon extended its 
use to those with spasm of both sphincters. The opera- 
tion is more often indicated in the upper-motor-neurone 
lesions (the bulbocavernosus and anal reflexes being 
present) and rarely in the autonomous bladder. There 
is no doubt that pudendal neurectomy (Ross and 
Damanski 1953) is more selective, more accurate, and 
less damaging than intrathecal alcohol block. Once 
again, the effects of the operation can be demonstrated 
by cysto-urethrogram (fig. 3b), which shows the prostatic 
urethra widely opened up and a powerful stream of 
micturition. 

Division of the Eaternal Sphincter 

There remains a small group, with either a complete 
retention or a high residual urine, in which the obstruction 
at the levél of the external sphincter is unrelieved by 
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alcohol block or by pudendal neurectomy. This : seems 
especially common in cervical lesions. In this type it is 
obvious, especially if ureteric reflux or hydronephrosis is 
progressive and threatening renal function, that an easily 
expressible bladder is the only solution. With this object 
we have. attempted over-dilatation of the sphincter by 
means of a Kollman dilator, without more than temporary 
success. Pursuing this conception to its logical conclusion 
we have divided the external sphincter in a selected 
group of 11 patients, using the cold-punch resectoscope. 
The operation, which must be performed cautiously 
because bleeding is troublesome and sometimes there is a 
sharp postoperative reaction, certainly has eminently 
satisfactory results. This method promises well, the 
dramatic effect on the cysto-urethrogram being well 
shown in fig. 4 
Follow-up and Prognosis 


We have already emphasised (Damanski and Gibbon 
1956) the importance of routine follow-up examinations, 
irrespective of the clinical condition of the patient, at 
regular intervals for the rest of his life. Renal failure, 
due to pyelonephritis and hydronephrosis, is often 
insidious, and the possession of an apparently efficient 
bladder at the time of discharge from hospital is no 
guarantee against such complications. Not onky may 
the bladder function deteriorate, but even when the 
residual urine remains low renal failure may develop as 
a result of hypertonia with ureteric reflux and infection. 
It is unfortunately true that most paraplegic patients 
have a permanent low-grade urinary infection, as evi- 
denced by culture, even in the presence of an apparently 
clear urine. The slightest degree of dilatation of the 
ureters and kidneys seems to be sufficient to prevent 
more than a temporary sterilisation of the urine in spite 
of the use of antibiotics. In the follow-up, paraplegics 
who live near a special centre may be dealt with as 
‘* day-cases,” but others need admission for a few days 
and a few beds must be allocated for this purpose. 
Routine clinical examination is supplemented by estima- 
tion of residual urine, which is then microscoped and 
cultured. Excretion urography is indispensible. As one 
of us has said, ‘‘ the paraplegic is as good as his upper 
urinary tracts.’ Early dilatation of the kidneys and 
ureters may often be corrected by measures designed to 
improve the efficiency of the bladder. When these fail, 
permanent renal drainage may be necessary by cutaneous 
ureterostomy or by transplant of the ureters into a 
segregated ileal Joop. 

But most of these patients progress satisfactorily and 
can do specialised work suitable for their disability. In 
assessing the prognosis, there is no doubt whatsoever 
that the patient admitted within a few days to the 
special centre has fewer complications and progresses 
infinitely better than one spending weeks or months in 
a general hospital. 

In a word, the future is much brighter for these para- 
plegic patients, but they must be kept under regular 
observation indefinitely. 


Paraplegic Bladder due to Medical Causes 


The above principles apply to the bladder in paraplegia 
not caused by trauma. 

The uninhibited neurogenic bladder may develop in 
enuresis, subacute combined degeneration of the cord, 
spinal tumour, and disseminated sclerosis, all causing an 
incomplete interruption of the cord pathways. Symptoms 
may include enuresis, urgency, incontinence, frequency, 
and chronic retention of urine. In disseminated sclerosis 
it is sometimes necessary to do a resection of the bladder 
neck or a pudendal neurectomy. 

Atonic neurogenic bladder usually arises as a result of 
tabes dorsalis or in spina bifida. There may be chronic 
retention or even overflow incontinence, but this usuall 
responds to routine evacuation of the bladder and bladder 
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‘drill. in troublesome tabetic cases a . bladder neck 
resection often improves bladder efficiency. 
Summary 

Patients with paraplegia admitted either immediately 
or at an early stage to a. special centre progress more 
satisfactorily and have fewer complications than patients 
treated in a general hospital. 

The use of the polythene-tube method of drainage of 
the bladder is an improvement on existing methods. 

Cysto-urethrography is an especially valuable investi- 
gation when taken in conjunction with other tests. 

Resection of the bladder neck has now established 
itself as a method of treatment in selected cases. Pudendal 
neurectomy has proved of value in eases of spasm of 
external or both sphincters. There appears to be a 
place for division of the external sphincter in a few 
selected patients to obtain an expressible bladder. 

- Study of these patients over long periods has shown 
that it is n to keep the urinary tract under 
regular observation, probably for the rest of the patient’s 
life. 

Appendix 
Technique of Bladder Drainage 

For fresh cases, we have used polythene tubing with a bore 
of 1-0 mm. and an outside diameter of 1:5 mm. When the 
urine is no longer crystal clear, it is preferable to use tubing 
with a bore of 1-5 mm. and a diameter of 2-5 mm. Allen & 
Hanbury’s ‘ Sterivac’ tubing, sizes 2 and 3, or. ‘ Portex’ 
polythene tubing, sizes 52 and 54, are suitable. 

A four-foot or five-foot length of the tubing is cut, and one 
end is sealed off in the flame of a spirit lamp, to form an 
olive-tip, Two or three side holes are then made in the 
adjacent tubing, the edges being smoothed off and strengthened 
by momentary contact with the flame. The most effective 
instrument for this purpose is an obliquely fractured fragment 
of a safety razor blade. With the point of this a small diamond 
may be cut out of the tube without weakening the wall 
appreciably. With the finer tubing, the holes may be made 
more easily with the point of a hot needle. 

The tubing is then filled with water and coiled up in a 
perforated flat circular tin, within which it is boiled for ten 
to fifteen minutes. The tin is drained and cooled to allow 
the polythene to harden before handling. The tip of the 

‘“‘ catheter ’’ is advanced several inches into the bladder so 
that slight movements will not dislodge it into the urethra. 
The flexibility of the extra tubing within the bladder also 
diminishes the risk of localised pressure by the tip., In 
women, the tube should be passed through a transverse strij 
of reinforced waterproof adhesive plastic, and tied to it wit 
thread. In ‘men, it is passed through and anchored to a strip 
of elastic adhesive strapping, which is then folded back along 
the upper and lower aspects of the penis, where it is secured 
by an encircling strip of the same material, lightly applied 
so as to allow for priapism (fig. 5). The distal end of the 
tube is passed through a perforated rubber nipple into a 
Lane’s bottle. 

We have recently enlisted the enthusiastic help of Dr. A. 8. 
Leader, of Portland Plastics Ltd., in the development of 
standard catheters based on the home-made model described 
above. The type now under trial is made of ‘ Vinyl’ (poly- 
vinyl-chloride acetate co-polymer) in gauges corresponding to 
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Fig. S—To show method of fixation of home-made catheter in the male. 
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the Charriére scale. 
Sizes 6, 9, and 
12 seem suitable. 
Welded to the tube 
about 12 inches 
from the tip is a pair 
of light “ wings” 
which may be 
folded back along 
the penis and 
retained there with 
the aid of a simple 
encircling strip of 
elastic adhesive 
strapping. In the 
female the “‘ wings’”’ 
are fixed at about 
6 in. from the tip, 
and they are an- 
chored along the 
inner sides of the 
thigh with water- 
proof adhesive plas- 3 ony 
tic strips (fig. 6). Besides facilitating fixation the design is 
hygienic in that it permits a careful toilet of the glans to be 
carried out as required. A small antiseptic dressing can also 
be applied around the emerging catheter. A terminal adaptor 
is cemented to the distal end of the tube for direct connection 
to a drainage bottle or bladder syringe. (In infected cases, 
washouts may be given through the larger sizes of catheter.) 
The catheter is boiled after removal of the stylet. 

Experiments are now being carried out with a drainage bag 
blown of ‘ Portex’ nylon film. The advantages are that it 
can be autoclaved conveniently and that no air outlet is 
required, thus enabling a truly closed system to be adopted. 
A tap, incorporated in the lower end of the bag, enables it to 
be emptied without breaking the system at any point. 

The catheters are available from Portland Plastics Ltd., 
Bassett House, Hythe, Kent, where the prototypes of the 
nylon drainage bags are also being made. 
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Fig. 6—Portex Gibbon catheter in situ in 
the female. 
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FORMERLY 


In the investigation of patients complaining of bleeding 
after the menopause not infrequently no fault is found 
in the genital tract. Because of the possibility that the 
bleeding could originate from the bladder in some of these 
cases, cystoscopy has been increasingly used in the past 
few years in the university clinical department at the 
Jessop Hospital for Women and the City General Hospital, 
Sheffield. We report here our experience of this additional 
method of investigation. 

In 1953-56, of 176 patients with postmenopausal 
bleeding seen, 93 had a lesion judged sufficient to account 
for the bleeding, and 83 had not. Cystoscopy was per- 
formed on 42 of the 83 patients without an obvious fault, 
and 6 were found to have a bladder lesion. 2 of these had 
frank hematuria, one from a primary carcinoma of the 
bladder and the other from what was subsequently proved 
to be a secondary bladder involvement from a cervical- 
stump carcinoma. The case-records of the remaining 4 
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patients in whom the bladder lesion was in large measure 
unexpected are given below. 


Case-records 

Case 1.—Mrs. A., aged 47, had intermittent postmeno- 
pausal bleeding during the previous nine months. She noticed 
slight spotting of blood only after micturition, but she was 
quite sure that the bleeding had come from the vagina, and 
that her urine was clear. There were no other urinary symp- 
toms, and a catheter specimen of urine contained no abnor- 
mal constituents; in particular there was no microscopic 
hematuria. 

On vaginal examination a small cervical polyp was found. 
Her uterus was curetted, but no intra-uterine fault was 
found, and the cervical polyp was removed. At cystoscopy 
a papilloma of the bladder was seen on the anterolateral aspect 
of the fundus, which biopsy showed to be benign. 

Case 2.—Mrs. B., aged 54, complained of intermittent 
vaginal bleeding of three weeks’ duration. She noticed blood- 
stains on her underclothes, and on some occasions she had seen 
fresh bleeding immediately after she had passed urine. There 
were no urinary symptoms, and a catheter specimen of urine 
was normal in all respects. 

There was no abnormality on vaginal examination and 
curettage. At cystoscopy a bladder papilloma was seen near 
the right ureteric orifice. Biopsy showed that this tumour was 
a transitional-cell carcinoma. 

Case 3.—Mrs. C., aged 60, had vaginal bleeding for three 
days and produced several bloodstained pads in evidence. 
She had noticed some fresh bleeding immediately after 
micturition, but only on a few occasions. There were no other 
urinary symptoms, and a catheter specimen of urine was normal. 

Vaginal examination showed some senile vaginitis and a 
small cervical polyp, but there was no bleeding on examination. 
Dilatation and curettage showed no further abnormality. 
The lesions found in the genital tract did not seem sufficient 
for the amount of bleeding reported ; so cystoscopy was per- 
formed, at which several small papillomas were seen at the 
bladder neck. Biopsy showed that these were benign. 

Case 4.—Mrs. D., aged 51, complained of episodes of 
vaginal bleeding during the previous six weeks. Like the 
first 3 patients she had assumed that the bleeding had come 
from her vagina although it only occurred on micturition. 
There were no urinary symptoms, and a catheter specimen of 
urine was normal. 

Nothing abnormal was found on vaginal examination. 
Examination under anesthesia and curettage showed no fault. 
At cystoscopy a small papilloma was seen above the right 
ureteric orifice ; and biopsy showed it to be a transitional-cell 
carcinoma. 


These cases had certain common features: (1) all the 
patients believed the bleeding to be vaginal in origin ; 
(2) all had noticed bleeding during or after micturition, 
and (3) in no case were red cells found in the urine. 
Furthermore, 2 of these patients had minor genital 
lesions which could have been accepted as the cause of 
the bleeding. 

Discussion 

In this investigation 6 cases of bladder tumour were 
encountered in 176 cases of postmenopausal bleeding, an 
incidence of 3-4%. Without cystoscopy 4 cases could 
have been overlooked ; therefore the incidence of occult 
bladder tumours was 2-3% of all cases of postmenopausal 
bleeding, or 4-7% of those cases in which no definite 
cause for bleeding was found in the genital tract. The 
incidence of bladder lesions in the patients without 
abnormality of the genital tract may be higher because 
not all the patients were examined through a cystoscope. 
In this series, of the less common causes of postmeno- 
pausal bleeding diagnosed, bladder tumours were found 
more frequently than carcinoma of the ovary or of 
the vulva, granulosa-cell tumours, pelvic tuberculosis, 
earcinoma of the rectum, and urethral lesions. 

Although the history of bleeding on defecation or 
micturition might be thought an important clue to the 
source of bleeding in these cases, this is not a reliable 
symptom of a vesical lesion. In this series several 
patients~with postmenopausal hemorrhage in whom no 
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bladder lesions were found admitted on questioning that 
the bleeding occurred solely or predominantly on defxca- 
tion or micturition. It seems that these actions may 
disturb any pelvic lesion, be it genital, urinary, or rectal ; 
and it is understandable, particularly if the bleeding is 
scanty or of short duration, that the patient, uncertain 
of the source, will assume that it comes from the vagina. 
Only 2 of the 6 patients had frank hematuria and recog- 
nised the fact. A history of bleeding noticed at the 
toilet should, however, suggest the possibility of a 
vesical or rectal cause for the hemorrhage, especially if 
no clear genital abnormality is found which is judged 
sufficient to explain the symptoms. 
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It is-evident that a normal catheter specimen of urine 
does not exclude the urinary tract as the source of the 
bleeding. The absence of even microscopic hematuria 
in 4 of the cases reported shows this well; in such cases 
only cystoscopy will reveal the correct diagnosis. 


Conclusions 


Patients with lesions of the urinary tract can present 
in gynzcology as cases of postmenopausal bleeding. 

Whenever an obvious cause for the bleeding is not 
found in the genital tract, or when the patient is uncertain 
of the source of the bleeding, cystoscopy should be 
performed. 





New Inventions 


AUXILIARY OVERHEAD SPOT-LIGHT 


THE need to augment the illumination from the main 
overhead shadowless theatre light often arises. It is a 
need usually satisfied by the use of a mobile theatre 
spot-light. Where, however, the field of vision is limited, 


, as in a pelvic, perineal, or thoracic operation, the beam 


from such a lamp may be obstructed by the surgeon’s 
head or his assis- 
tant’s. Often itis 
difficult to move 
the lamp close 
enough, owing to 
congestion round 
the operating- 
table in these 
days of multiple 
assistants, gad- 
gets, and modern 
anesthetic equip- 
ment. 

It was thought 
that these diffi- 
culties could be 
overcome’ by 
attaching a small 
spot-light to the 
main over-head 
lamp where it 
would always be 
in position ready 
for use. Such an 
addition should 
be light in weight 
(to avoid upset- 
ting the counter- 

Fig. | balance system of 

the main overhead 

lamp) and compact and should give a parallel beam 
to make focusing unnecessary. 

Numerous experiments were made with different makes 
and types of spot-light attached to the main lamp 
either at the rim or at the centre. Each lamp was left 




















Fig. 2. 
































in position for some months in a main operating-theatre, 
during which time the best type of lamp and the optimum 
point of attachment were decided on. The best lamp was 
found to be a modified Lucas ‘SLR 576’ spot-light 
attached to the centre of the main overhead lamp. 


The heavy mounting-bracket of the standard car-lamp 
was removed and the defect in the casing made good with 
a small panel of stainless steel to which a handle was attached. 
Universal movement was obtained by suspending the lamp 
from the limbs of an inverted U-shaped metal strap, which 
was pivoted to rotate about its vertical axis (fig. 1), enabling 
the spot-light to point in any direction. 

The bulb normally supplied with the Lucas spot-light is 
a 48 W axial-filament bulb, which gives a far too concentrated 
beam of light (fig. 2). If this is changed for a transverse 
axial “coiled coil’”’ 
filament (‘ Lumax 
PF 80’), an even 
spread of light about 
5 inches in diameter 
is obtained (fig. 3). 
Sometimes it is nec- 
essary to advance 
the bulb forward in 
order to obtain a 
slightly converging 
beam. This can 
easily be carried out 
by bending the bulb 
flange backwards. 
The source of power 
was a 12-V trans- 
former hidden in the 
roof and controlled 
from the main 
theatre switch- 
panel, 

The lamp is easy to direct and light in weight, and even 
though the powerful beam is concentrated it does not dazzle 
the surgeon, because the bulb is shielded (fig. 4). An 
objection has been raised to the amount of heat felt in the line of 
the beam, for the reflector concentrates the heat just as it con- 
centrates the light. This defect we are hoping to overcome 





Fig. 4. 
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by using Chance’s ‘ON 20’ heat-filtering glass. Already, by 
surrounding the bulb with a small cylinder of ON 20 glass, 
the heat in the line of the beam has been reduced by 75% 
measured with a copper calorimeter. 


This lamp has proved a useful adjunct to the ordinary 
theatre lighting—unobtrusive, always ready in position, 
easy to direct, and giving an even pattern of light without 
any need to refocus. It is inexpensive and easy to 
make. 

I wish to thank Prof. F. A. R. Stammers for help and advice ; 
Mr. A. Quinton, principal physicist, for measuring the heat 
emitted ; Mr. B. Boorman, of Chance Bros., for designing the 
prototype heat-filter ; Mr. C. L. Smith, of Lucas Ltd., for his 
codperation; Mr. F. Bradshaw and Mr. W. Smith for its 
construction; and Mr. T. Dee, clinical photographer, for 
the illustrations. This project was financed by the United 
Birmingham Hospitals Endowment Fund. 

P. DAwson-EDWARDS 


The Quem Elizabeth Hospital, 
F.R.C.8. 
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Reviews of Books 


Taylor’s Principles and Practice of Medical Juris- 
prudence 
llth ed. Vol. mu. Editors: Sir Sypney Smira, C.B.£., 
F.R.C.P.E., F.R.S.E., emeritus professor of forensic medicine, 
University of Edinburgh ; Kerra Srmpson, m.p., reader 


in forensic medicine, University of London. London : 
J. & A. Churchill. 1957. Pp. 629. 80s. 
Tue first volume of the new edition of ‘“‘ Taylor” 


appeared last year. The second volume is divided into 
two parts, of which the first deals with sexual juris- 
prudence (obstetric, civil, and criminal), and the second 
with toxicology. The editors have had the expert help 
of Mr. Gerald Howard, Q.c., M.P., in the revision of the 
legal aspects of forensic medicine, and of Mr. L. C. 
Nickolls on the laboratory side of poisoning. 

As in the first volume, major revisions have been made. 
These affect particularly the section on abortion, and 
infanticide, and much of the part dealing with toxicology, 
which now runs to 456 pages. That pharmaceutical 
advances may be two-edged is shown by the inclusion 
here of such drugs as methylpentynol and rauwolfia. 
The case-histories have been brought up to date by the 
addition of much new material, and many new figures 
appear. 

This reference book stands alone, and the second 
volume of the new edition will be acclaimed as widely 
as the first. 


The Metabolic Response to Neonatal Surgery 
P. P. RicKHAM, M.S., F.R.C.S., D.C.H., coneultant pediatric 
surgeon, Royal Liverpool Children’s Hospital and Alder 
Hey Children’s Hospital, Liverpool. Cambridge, Mass. : 
Harvard University Press. London: Oxford University 
Press. 1957. Pp. 93. 40s. 


THE main ber of this highly Specialised monograph 
describes in detail — Rickham’s observations on the 
metabolic res to surgery in the newborn. Such 
studies are dificult ult enough in adults, and all the more so 
in the young. No reader can fail to admire the pains- 
taking meticulous care with which Mr. Rickham and his 
colleagues have overcome the formidable technical 
difficulties to complete this valuable investigation. 


The observations show that the pattern of the metabolic 
nse in the newborn is similar to that in adults, but it 
differs i in certain details. For instance, in the children there 
was apparently no clear-cut potassium diuresis immediately 
after operation. The endocrine significance of the various 
changes is discussed, particularly the normal differences 
between the metabolism of an adult and an infant. Mr. 
Rickham also considers the practical application of these 
observations, and discusses the whole subject of the intra- 
venous administration of fluids to neonates after operation. 


Pediatric surgeons and all those responsible for the 
care of infants after operation will find here detailed 


1. See Lancet, 1957, i, 772. 
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information and practical advice on this apettent ana 
difficult aspect of surgical care. The value of the work is 
enhanced by an extensive bibliography. 


The Unconscious Motives of War 


A Psychoanalytical Contribution. AtIx STRACHEY. 
London: Allen & Unwin. 1957. Pp. 283. 25s. 


An ardent believer in psycho-analytical treatment, 
Mrs. Strachey writes lucidly, her material is well organised, 
and she is thoroughly familiar with the corpus of 
Freudian and Kleinian writings ; but her book has little 
to distinguish it from other expositions of psycho-analytic 
theory applied to the problem of aggression. 

“There is no doubt whatever,’’ she declares, “that the 
psychoanalytic method provides us with an instrument which 
is able not only to cure mental illnesses and the predisposition 
to them but largely to correct those dispositions of mind of 
the averagely normal person which render him such a bad 
risk on the international scene.’’ Holding such convictions, 
she naturally wishes psycho-analysis to be universally — 
as a prophylactic measure against war ; but, recognising t) 
this is ‘ at present, at least,’’ impracticable, she would like 
to have all the members of five specified groups psycho- 
analysed—the unduly aggressive, the natural leaders with an 
“instinct of domination,’’ those in authority over others, 
those who are in situations “ highly charged with state- 
mentality,’’ and those who are exceptionally “‘ group-prone.”’ 
As this programme also could not be put into Mrs. 
Strachey tacitly acknowledges that psycho-analysis gives little 
direct help towards ensuring peace, and she drifts into some 
rather banal comments and hopes. 


The book is of more use as a clear elementary statement 
of some aspects of psycho-anal a than as a signpost to 
a frightened generation in the 


Plastic Arterial Grafts 
W. Sreriine EDWARDS, M.D., assistant professor of 


surgery, Medical College of Alabama, Birmingham, 
Alabama. Springfield, Illinois: Charles C. Thomas. 
Oxford: Blackwell Scientific Publications. 1957. 
Pp. 126. 34s. 


ACCORDION-PLEATED (crimped) nylon tubes for arterial 
grafting were developed by Dr. Edwards and Dr. J. 8. Tapp 
to overcome the problem of kinking at flexion sites. 
This monograph describes how this graft was conceived, 
developed, and finally used in human subjects. A brief 
review of the history of grafting is included as well as 
the methods of arterial surgery which Dr. Edwards uses. 
From the results provided, it is not clear whether the 
patency of crimped tubes remains = to yr mnend 
walled prostheses or homografts. book 
however, as a useful introduction to some of the pedtiions 
of manufacturer and surgeon. 


Educational Guidance and the Deaf Child 
Editor: A. W. G. Ewnne, M.A., PH.D., professor and 
director of the department of education of the deaf, 
University of Manchester. Manchester: Manchester 
University Press. 1957. Pp. 345. eg 


THE names of Professor and Mrs. Ewing are known to 
—— interested in the care of the deaf child and this, 
test book to appear from their department in Man- 
chester, describes in some detail the results of their 
researches over a quarter of a century. ang title of the 
book is, perhaps, a little misleading, for the greater 
accor of it is devoted to tests of hearing and mental ability, 
earing-aids, and auditory training; but a thorough 
knowledge of these subjects is essential to an intelligent 
understanding of the educational uirements of the 
deaf child, and no-one who has this book could 
be left with any reasonable doubt of the overwhelmi 
importance of auditory training and its early institution. 
Professor Ewing’s book must surely be a classic work of 
reference for many years to come. 


A Dictionary of Scientific Terms (6th ed. Edinburgh 
and London: Oliver & Boyd. 1957. Pp. 532. 32s.).— 
There is not much change in the new edition by Mr. J. H. 
Kenneth, Px.D., apart from the addition of twenty-six pages 


and a slight modification of the alphabetical arrangement 
of the ité The price has not been increased since 1953. 
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For nearly 50 years now Cow & Gate Milk Foods have proved 
themselves to be a Tower of Strength when natural feeding 
fails. Apart from the Standard Foods—Full Cream (red tin), 
Half Cream (blue tin) and Humanised (yellow tin)—we have 
a number of special foods designed to assist the profession in 
dealing with abnormal feeding problems. May we send you 
a copy of our Medical Handbook in which these are described? 
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Homosexual Offences and Prostitution 


THE report of the Departmental Committee on 
Homosexual Offences and Prostitution, under the 
chairmanship of Sir Joun WoLFENDEN,' has been 
presented to Parliament after three years’ work. The 
grouping of homosexual offences and prostitution in 
*a single inquiry, though justified by the fact that 
many of the witnesses had a competence in each of 
these two areas, caused peculiar difficulties. *° Never- 
theless the committee have provided a balanced and 
comprehensive account, with a higher degree of 
unanimity than most would have forecast. 

One difficulty was that homosexual behaviour and 
prostitution touch the public’s mind at different 
emotional levels; and a second difficulty was the 
very different attitude of society to sexual deviations 
by men on the one hand and by women on the other. 
Three years ago in our columns Dr. KennetH Soppy ? 
asked what lay behind the abhorrence with which male, 
but not female, homosexual behaviour was regarded 
in our society, and went on to advance reasons, 
from studies of the development of sex in children, 
for the obvious differential in guiltiness of male and 
female in relation to sexual behaviour. It cannot be 
doubted that male homosexuality is an infinitely 
more uncomfortable subject than female prostitution ; 
and clearly the committee shared this feeling. More- 
over this, like many Government committees, faced 
the dilemma of truth and expediency. What good 
purpose will be served by enunciating a series of 
important and entirely justified principles if an 
unprepared and alarmed public opinion takes fright 
and refuses to face facts? The cause of reform can 
be set back for a whole generation by a report that is 
too far ahead of the general level. On the other 
hand, a report that lags behind public preparedness 
will bring the whole procedure into disrepute. In the 
event the committee struck a sound balance. ; 

Doctors will probably consider that part a of the 
report, which deals with homosexual offences, is more 
nearly its concern than part m1, which is concerned 
with prostitution. But the claim of doctors to be 
heard on homosexuality is weakened by deep divisions 
of opinion within the profession. To the psychiatric 
wing homosexuality is a medical disorder, but at the 
opposite extreme there are doctors to whom homo- 
sexual behaviour is the abominable offence—in the 
realm of morals, not medicine. In between, there 
are many shades of opinion. The most striking of 
the recommendations—that homosexual behaviour 
between consenting adults in private be no longer a 





1, Cmd. 247. H.M. Stationery Office. 5s. 
. Lancet, 1954, ii, 541. 
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criminal offence—is, of course, not strictly or even 
predominantly a medical matter. But there were 
several important medical points which were accepted 
by the committee (one member excepted) in making 
this recommendation. It was accepted that there 
exists in certain persons a homosexual propensity, 
varying quantitatively between people and at different 
periods of life; and that the propensity can affect 
behaviour in various ways some of which are not 
obviously sexual. It follows that homosexuality as a 
propensity is not an “all or none” condition. The 
committee also recognised the common occurrence of 
a “transient homosexual phase in development,” 
though the more precisely formulated psycho-analyt- 
ical view of sexual development was not found 
acceptable. From this base, the committee advanced 


-to agreement on such matters as the possible social 


usefulness of homosexuality ; the strict distinction 
that must be made between homosexual propensity 
and homosexual behaviour ; the probability that the 
law might make little difference to homosexual 
behaviour ; that the main patterns of sexual behaviour 
might be established soon after adolescence ; and that 
there was no convincing evidence that homosexual 
seduction was an important cause of homosexual 
behaviour. Equally important was the agreement 
that no valid distinction could be made between 
different homosexual acts, that homosexuals tend to 
vary their practices like those of heterosexual inter- 
course, and that, in any case, many are bisexual. 
Many readers of the report will learn with surprise 
that, on the whole, homosexuals tend to stick to one 
age range for their partners, and that pzdophiliacs 
can be separated off to some extent from the rest. 
But wider legal and social considerations were respon- 
sible for the committee’s recommendations about 
consenting adults in private. In seeking to enforce 
the present law it appears that the police have had 
an impossible task ; and the volume of prosecutions 
has fluctuated widely according to local instructions 
and to the attitude of local officials. The account of 
the methods that the police are forced to employ shows 
that, in the absence of admissable proof, they must 
have recourse to intensive questioning of a chain of 
people in order to secure admissions of guilt.- In the 
three years ended March, 1956, 94% of the 480 men 
convicted in England and. Wales of homosexual 
offences made written statements admitting their 
offences. The significance of this fact will not be lost 
on students of psychopathology. The report reveals 
so undesirable a state of affairs that it is difficult to 
feel sympathy for Mr. James Aparr’s reservation in 
which he argues for the retention of this offence, on the 
main ground that its removal will weaken the moral 
force of the law. He quotes Blackstone and Hume : 
“What though the forfeit of the law is not exacted 
in every instance? It no wise follows that it is, 
therefore, a useless law or without salutary influence 
on the masses of the people.’’ But what if the forfeit 
of the law is exacted only once in a hundred or a 
thousand or perhaps ten thousand offences. And, 
further, when the measures necessary for enforcement 
appear to be disreputable, what then ? 

The recommendation leaves a problem in the case 
of juveniles, which the committee meet by stipulating 
that both parties must be over the age of 21. This 
may be acceptable in that an older man who consorts 
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with a youth will continue to be a criminal; but it 
leaves an anomalous situation in the case of two youths 
which is only slightly eased by the proposal to 
reclassify sexual offences other than assaults as mis- 
demeanours rather than felonies. The committee 
suggest that great discretion be used in prosecuting 
in such cases, the criterion being the future good of 
the youth or youths. Other relevant recommendations 
are that a medical report should be called for in the 
case of all first offenders under the age of 21, that 
prosecution of offences other than indecent assault 
should be barred after twelve months has elapsed from 
the date of the offence, and that more research should 
be specifically directed to homosexuality. 

In some other respects the report is less satisfactory. 
It concludes that homosexuality cannot legitimately 
be regarded as a disease or illness because it fails to 
meet the three criteria that abnormal symptoms are _ 
caused by a demonstrable pathological condition, in 
turn caused by some factor called “ the cause,” each 
link in this causal chain being understood as something 
necessarily antecedent to the next. “‘ On the criterion 
of symptoms, however, homosexuality cannot legit- 
imately be regarded as a disease, because in many 
eases it is the only symptom and is compatible with 
full mental health in other respects.” ‘‘ The cause ” 
is ruled out because it is always multiple. Naturally 
a symptom cannot be legitimately regarded as a 
disease, but presumably the agency that is causing 
the symptom might be so regarded. The committee 
consider diphtheria by analogy. But if an analogy 
is necessary it would be more appropriate to take 
one from development. Sexuality in human beings 
develops from very small beginnings in infancy, and 
there is ample evidence that it is normal for a child’s 
contemporary love relationships, though not neces- 
sarily his means of satisfying his love needs, to pass 
through attachments to his (or her) own sex before 
fixing on a mate of the opposite sex. Somatic develop- 
ment requires a constitutional predisposition; a 
favourable environment including available energy ; 
and the presence of “ activators,” of which vitamins 
may be examples. Psychic development may have 
parallel needs. Moreover, damage may occur at any 
point along the road to maturity ; and if damage has 
occurred, two other factors enter—the consequences 
of the damaged part having to act as a base for future 
growth, and the corrective or would-be corrective 
development of the individual. A crude somatic 
example is the child with cured rickets, but with a 
residual deformity. The child is not “ ill,” nor, strictly 
speaking, ‘“diseased”’; but he remains a medical 
problem. 

The report does comparatively little to equalise the 
position of the sexes in regard to homosexual behav- 
iour, apart from straightening out some minor pro- 
cedural points. It remains anomalous that two youths 
of under 21 indulging in homosexual behaviour should 
be criminals, whereas two girls of similar age are 
blameless. The same inequality is shown in the 
number of prosecutions of females for indecent assault, 
which, compared with that of males, is negligible. The 
practical difficulties in the way of securing a conviction 
are clearly very great indeed, but clinical evidence 
would suggest that indecent assaults on young children 
by women are much less rare than is suggested by 
the number of cases reaching court. 


Commenting upon the use of medical reports in 
court, the committee has missed the real point of the 
difficulty over psychiatric evidence. It is nonsensical 
to echo the old assertion that a psychiatric report 
takes from the court “ the essentially judicial duty of 
passing sentence.” If psychiatric evidence is ever to 
be anything else than misleading and frustrating to 
all parties, it will have to be removed from the sphere 
of advocacy. When the psychiatrist, as an expert 
witness, is subjected to the usual alternately 
biased examination and hostile cross-examination, the 
results are nearly always misleading and sometimes 
fantastic. 

It is a pity that the summary discussion on prison 
as a form of treatment does not go more deeply into 
the effects on homosexuals. It is widely believed that 
homosexuality is rife in prisons, and that separation of 
men from their wives and girl friends, their herding 
together in an all-male environment, overcrowding 
in the cells, and the deprivations of prison life and 
consequent need for erotic compensations over- 
whelmingly influence the prisoners in the direction of 
homosexual behaviour. Yet the report shows that, 
though the total number of sentences passed is small, 
the use of prison is far from negligible. In Dr. 
DzsmMonp CuURRAN’s second reservation there is a 
strong plea for reducing maximum prison sentences. 
He cites Prof. Henry WermHoren: “ The human thirst 
for vengeance, the human instincts of hate and fear, 
need no encouragement from the law.’’ He remarks 
that the sole justification for long prison sentences 
is to keep dangerous people out of harm’s way, but 
he also shows, by an analysis of figures for 1955, that 
the majority of men sent to prison for indecent assault, 
&c., had no previous convictions for this offence. He 
very properly inquires whether the motive for such 
sentences is retribution. 

The committee could scarcely be expected to deal 
with treatment exhaustively, and they confine their 
recommendations to practical steps to improve the 
prison medical service, the increased use of psychia- 
tric reports in the case of persons under the age of 21, 
and the use of cstrogens voluntarily. The medical 
members, in a joint reservation, remark that the 
committee as a whole took an unjustifiably pessimistic 
view of the possibilities of treating homosexuality. 

In the section on prostitution the committee 
recommend that, in relation to street offences, the 
law be reformulated so as to eliminate the requirement 
to establish annoyance ; and that the Scottish system 
of formal cautioning of prostitutes, together with 
increased use of social workers, be introduced south 
of the Border. Fines for importuning should be 
graded on a progressive scale, leading eventually to 
short periods of imprisonment. There should also be 
facilities for medical reports on first conviction, in 
the hope that some preventive action may be possible. 
The committee take the view that circumstance and 
inclination are leading motives in prostitution. They 
do not agree that it is merely hypocrisy to “ clean up ” 
the streets, provided that this be done over a wide 
enough area ; for to do so undoubtedly makes contact 
harder and adversely affects the volume of trade. 
At the same time, society’s action should be guided 
by the nuisance caused by prostitution rather than 
the will to eradicate prostitution through legal and 
police avtion. In the opinion of the committee such 


ae eT mT ne he 








7 


| in 
the 
ical 
ort 
7 of 


ere 


the 


Sa we OOO RMF EB se Oo O 


rv 


er ES ee. 





THE LANCET] LEADING 


[serr. 14, 1957 529 


ARTICLES 





an attempt is bound to fail unless the motives for 
sexual irregularities are studied more closely and 
appropriate action taken. 

In general the report is level-headed and not too 
far removed from public opinion to preclude its 
acceptance ; but, as is indicated by a brief summary 
of reactions in the lay press which appears on p. 549, 
the report had certainly provoked a storm. In their 
task of considering the function of the criminal 
law (which is described as the preservation of public 
order and decency, the protection of the citizen from 
the offensive and injurious, and the provision of 
safeguards against exploitation and corruption of 
others, especially of the weak; the vulnerable, and 
the dependent) the committee have succeeded hand- 
somely ; but there remain important social problems 
to be tackled. 


Anoxia and Cerebral Damage 
THE two papers at the front of this issue draw 


‘attention to the derangement of the central nervous 


system which may follow a period of hypqtension. 
Happily the disaster is not common, but it is such 
a serious matter that every precaution should be taken 
to avoid it. 

Cerebral anoxia or hypoxia can arise from several 
causes: from a profound fall in blood-pressure due 
to hemorrhage or peripheral vasodilatation in either 
capillaries or arterioles ; from failure of venous return 
to the heart, as may happen in postural hypotension ; 
from cardiac crises, such as coronary thrombosis, 
Stokes-Adams syncope, and prolonged tachycardia ; 
from circulatory embarrassment in such conditions 
as pneumonia ; and from severe dehydration induced 
by violent diarrhea or vomiting. Chronic hypoxia 
can also develop in anzmia, long-continued mild 
carbon-monoxide poisoning, and other conditions. If 
to any of these states is added infection, pyrexia, or 
the narrowed arteries of the elderly, the strain on 
the central nervous system may become considerable. 
Attention has several times been dirécted*~* to the 
central sequele of cardiac infarction, and these may 
be so severe that the patient is brought to hospital 
under a diagnosis of epilepsy, delirium tremens, or 
hemiplegia. It may then be some time before the cardiac 
origin of the trouble is discovered. In other episodes 
the central involvement, however severe, is plainly 
secondary. Usually the symptoms abate as the 
condition of the circulation improves—but not 
always. In a few the result is permanent impairment, 
and an intelligent patient reduced to the level of a 
human vegetable. In his article on p. 505, ° Dr. 
Beprorp describes patients with pneumonia, 
cardiac infarction, and severe diarrhoea who suffered 
this fate and became quite incapable of caring for 
themselves in any way. As far as possible, BEprorD 
eliminated causes other than hypotension, and his 
patients were all old people who almost certainly 
already had arterial degeneration. In cardiac infarc- 
tion the precipitating factor was cerebral anemia or 
anoxia associated with a shock state. In pneumonia 
toxemia was also present, but, in BEDFORD’s experi- 
ence, dementia never follows pneumonia uncompli- 
1. Cole, 8. L., Sugarman, J. N. Amer. J. med. Sci. 1952, 223, 35. 
2. Himwich, H. E. Brain Metabolism and Cerebral Disorders. 


Baltimore, 1951. 
3. Bean, W. B., Read, C. T. Amer. Heart J. 1942, 23, 362. 


cated by shock. In violent diarrhoea, dehydration 
lowers the blood-pressure and induces electrolyte 
imbalance, to which is added the vigorous bombard- 
ment of the central nervous system by afferent 
impulses from the viscera, a state of affairs which can 
weaken even the young and strong. In the aged a 
biochemical disturbance is probably rectified with 
difficulty because, amongst other things, the renal 
reserve is reduced. Thus, the old person has more to 
contend with than the young, including those subtle 
changes in the nervous system which diminish the 
power of learning or relearning, and about which we 
are only just beginning to make guesses.‘ Usually, 
in the old, there are already fewer functioning nerve- 
cells, but if the ageing process has been slow, and 
the individual is of good intelligence and personality, 


_this loss has been offset by the use of undamaged 


neuronal pathways. At this stage an anoxic crisis 
can do irreparable damage. Considering the dangers, 
it is surprising that the aged nervous system so often 
withstands the insults to which it is exposed, and it 
is hard to say why severe damage follows in some 
cases and not in others. Is there an idiosyncrasy of 
the nerve-cells or an overactivity of vascular reflexes 
which causes the central anoxia or ischemia? Anti- 
biotics have given old people a much better chance of 
recovery from severe iliness, so that the consequences 
of both illness and treatment are more apparent. 
Clearly, in the old even more than in the resilient 
young, every effort must be made to prevent or 
counteract any shock state. 

These disasters would be bad enough if they were 
confined to those near the end of their lives, but 
similar accidents can happen to younger people. In 
Cote and SuGaARMAN’s series! of cardiac infarctions 
the average age was 54, and the patients died after 
days or weeks of dementia. Corpay et al.° described a 
younger patient who had gastric hemorrhage and a 
blood-pressure down to 65/50 mm. Hg for about 
1/, hours before he could be transfused. He. lost 
sensation and movement in one leg and had positive 
Babinski reflexes, but ultimately he recovered and 
the neurological signs disappeared, emphasising 
perhaps the greater powers of recovery in the young. 
These accidents have all followed illness, but there 
are deliberately induced conditions which also cause 
hypotension at all ages—anesthesia, for example. A 
previously intelligent patient may recover from a 
successful operation only to be left in dementia for 
the rest of his life. Great care must obviously be taken 
before incriminating any one circumstance in the 
operation, but BrpForp gave good reason for 
believing that a hypotensive period under anzsthesia 
was responsible for the sequel in his series. Again 
his patients were old, and again some showed a 
remarkable resistance to anoxia; 2 patients had 
blood-pressures less than 60 mm. Hg for at least 
30 minutes and suffered no harm. The young are not 
immune to this type of hypotension any more than 
to other forms. 

CouRVILLE? and Brprorp ® have discussed the 
risks of nitrous-oxide anzsthesia, and Dr. BouRNE 





4. Murray, J. G., Thompson, J. W. J. Physiol. 1957, 135, 133. 

5. Corday, E., Rothenberg, S. F., Putnam, T. J. Arch. Neurol. 
Psychiat. 1953, 69, 551. 

6. Bedford, P. D. Lancet, 1955, ii, 259. 

7. Courville, C. B. Untoward Effects of Nitrous Oxide Anesthesia. 
Mountain View, California, 1939. 
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this week records cases from a survey of the effect 
of nitrous oxide given for dental extractions with the 
patients in the sitting position. Sometimes return of 
consciousness was long delayed ; in other cases several 
hours or days of confusion, convulsions, or functional 
decerebration followed ; and in others immediate or 
delayed death ensued after a period of dementia. 
Many of the patients who died were young adults or 
children in whom at necropsy no acute or pre-existing 
lesions could be found. Such tragedies were often 
preceded by a straightforward anesthesia. BOURNE 
believes that the upright position, coupled with a 
restricted oxygen-supply, can lead to severe hypoxia 
and its after-effects. To test this view the blood- 
pressure was recorded, before and during anesthesia, 
in 15 men having teeth extracted under nitrous oxide. 
A man of 31 fainted under anesthesia. He appeared 
to take the anesthetic well and his breathing was 
satisfactory ; nevertheless his blood-pressure fell to 
30 mm. Hg, though at that time neither cyanosis nor 
pallor was noted. The man was at once tilted into 
the supine position and nitrous oxide stopped, where- 
upon the blood-pressure promptly rose. He felt unwell 
for more than an hour afterwards. There was no 
reason to anticipate that this man would faint, and 
Bourne rightly asks whether gas should be given with 
the patient sitting up when there is the possibility 
that he may faint undetected. The patient’s appear- 
ance in the faint may be mistaken for signs of the 
onset of anesthesia, so that the vital treatment of 
laying him flat is delayed until harm has been done to 
the ccntral nervous system. The potential risk of the 
upright position was pointed out by Morrison * in 1873 
but has either been forgotten or disregarded. BouRNE 
also points to the danger of propping up patients too 
soon after operation. A sudden faint may find the 
patient firmly held upright so that the cerebral hypo- 
tension is not automatically and mechanically rectified 
and he may die or suffer permanent central damage. 

Even when the patient is supine the use of nitrous 
oxide is not without danger, as has been shown by 
CouRVILLE and others; and FLETCHER ® reported 
cases in which cerebral or cerebellar symptoms 
followed nitrous-oxide anesthesia. In these patients, 
old and young, the anesthesia had gone smoothly. 
Sometimes the trouble was short-lived ; sometimes a 
year or more was needed for recovery ; sometimes the 
damage was permanent. Such sequele are almost 
certainly due to anoxia of the central nervous system, 
since they can all be produced by any agent or pro- 
cedure which induces hypoxia. Moreover, the lesions 
found are identical, and consist sometimes of petechial 
hemorrhages in the nervous tissue and more com- 
monly of swollen and degenerating nerve-cells in the 
most vascular layers of the cerebral cortex—i.e., those 
parts which would suffer most from a reduction of 
oxygen-supply. Also commonly involved are the 
globus pallidus, whose function is related to the extra- 
pyramidal motor system, and the large Purkinje cells 
of the cerebellum. After severe or long-continued 
anoxia degeneration can also be seen in the myelin 
sheaths in the white matter.” 7 1 

Finally, if anoxia and low cerebral blood-pressure 
are such serious risks, what of the modern technique 


8. Morrison, E. M. 5 ap J. dent. Sci. 1873, 16, 566. 
9. Fle tcher, D. EB. . nerv. ment. Dis. 1945. 102, 392. 
10. Grenell, R. G. ‘_ ‘Neuropath. 1946, 5, 131. 


of controlled hypotension? One argument in its 
favour is that it causes arteriolar dilatation, and not 
the vasoconstriction present in other forms of hypo- 
tension. Even so, there is some evidence of a measur- 
able change in cerebral function. Nisson ™ found 
distinct changes in the flicker-fusion frequency after 
controlled hypotension, but the effects were transitory. 
Compared with the use of nitrous oxide, either with 
or without oxygen, there is another point in its favour : 
it is a complex method unlikely to be used by the less 
than skilled and it does enable some otherwise impos- 
sible operations to be performed. Nevertheless a blood- 
pressure of 60 mm. Hg can in no sense be called 
physiological and the ‘ultimate results of such methods 
must be carefully examined. 





LIVER LYMPHATICS IN ASCITES 


Over forty years ago Bolton ?* concluded from clinical 
and experimental observations that astites always depends 
on an increased production of lymph. This lymph 
presumably originates as a transudate via the highly 
permeable endothelium of the hepatic sinusoids. Two 
observations confirm this hypothesis: first, the high 
protein content of ascitic fluid; and, second, the fact 
that portal hypertension does not lead to ascites if it is 
produced by obstruction below the liver, but does, con- 
sistently, if the obstruction is suprahepatic. Moreover, 
the beautiful injection studies of Madden et al.!* clearly 
show the deficiency of venous-outflow channels in 
cirrhotic livers obtained from patients with ascites. 

The principal lymphatics of the liver run in the portal 
tracts and follow the branches of the portal vein and 
bile-ducts to the hilus, from which they emerge into the 
hepato-duodenal ligament on their way to the cisterna 
chyli. This concentration of lymphatic outflow consti- 
tutes a convenient site for morbid-anatomical study of 
the liver lymphatics. The results of such a study have 
lately been published by Baggenstoss and Cain.14 They 
removed the hepato-duodenal ligament between two 
clamps, one applied as near to the liver as possible, and 
the other close to the duodenum. The specimen, includ- 
ing the clamps, so as to retain the fluid in the lymphatics, 
was immersed in a fixative. Blocks were then cut across 
the whole ligament (i.e., at right-angles to the lymphatics) 
and sections studied under low magnification. By this 
simple technique the total number of lymphatics within 
the ligament could easily be counted and their state of 
dilatation and the thickness of their walls observed. For 
control purposes material was obtained in this way from 
100 ‘consecutive necropsies on subjects without ascites. 
The number of lymphatic vessels in this series ranged 
from 6 to 87, with a mean of 34, but in 25 subjects with 
chronic passive congestion the mean was 40. In 28 
patients with ascites but without cirrhosis the number 
of lymphatic vessels ranged from 26 to 87 with a mean 
of 50; they were much dilated but still thin-walled. In 
patients with cirrhosis, with and without ascites, the mean 
numbers of lymphatics were 55 and 49 respectively, and 
they were thick-walled. The thickening of the wall, 
which included fibrous, elastic, and muscular components, 
was presumably the result of lymph-flow under a sus- 
tained increase of pressure, but in some instances it 
could have resulted from chronic inflammation. 

These findings therefore conform with Bolton’s view. 
Since obstruction of the portal vein below the liver does 





1. Nilsson, E. Brit. J. Anesth. 1953, 25, 24. 

2. Bolton, C. J. Path. Bact, 1916, 26, 2: 

3. Madden, J. L., Loré. J,M., Gerold, F. P., Ravid, J. M. Surg. 
Gynec. Opetet. 1954, 9s. "385. 

14. Bagge: ss, A. H., Cain, J.C. New Engl. J. Med. 1957, 256, 531. 


-- 








a n,n ee a ee a ee 


Ss = ot CO ct me d 


= 


OoFrree tw acts & mo 


a2 ~ 


- @ 


=~ oS ce orMT wy 


it i i ee 





THE LANCET] 


not lead, in either man or  daieaain; to the development 
of ascites, the source of ascitic fluid must apparently be 
in the liver itself. It could be argued that the increased 
flow of lymph from the liver into the thoracic duct 
interferes with the flow of peritoneal fluid along the same 
channel; but quantitative studies of Prentice et al.15 
(who used water labelled with tritium) have shown that 
in ascites the absorption of fluid from the peritoneum is 
greatly increased. We must therefore conclude that the 
increased flow of hepatic lymph is not obstructing the 
normal flow, but contributing abnormally to it. Moreover, 
the state of the hepatic hilar lymphatics observed by 
Baggenstoss and Cain indicates that this contribution is 
quantitatively significant. 


NERVOUS SYSTEM IN PORPHYRIA 


NERVOUS and mental symptoms in acute porphyria 
were first described by Ranking and Pardington ?* in 
1890, and our understanding of them is due mainly to 
the work of Giinther!’ and of Waldenstrém.1* Next to 
colicky abdominal pain, they are the principal manifes- 
tation of acute relapsing porphyria. They include toxic 
delirium, which may simulate delirium tremens, ascend- 
ing neuritis of the Landry type (which may lead to bulbar 
palsy and death), and convulsions. 

The clinical picture has been thoroughly described, but 
few papers deal with the histopathology underlying the 
nervous manifestations. Hierons?® now reports necropsy 
findings in 5 cases and a sural-nerve biopsy in 1. This 
and previous 2°-*2 work show that in acute porphyria the 
peripheral nerves undergo patchy demyelination, leading 
to gaps in the areas of Ranvier’s nodes. The patchy 
distribution explains why some workers failed to find 
pathological changes despite clinical manifestations. The 
axis cylinders are less often and less severely affected. 
Demyelination may involve the spinal cord (mainly the 
lateral and posterior columns) and, in the brain, the 
centrum semiovale. The nerve-cells affected are mainly 
those of posterior-root ganglia and anterior horns, but 
changes have also been described in bulbar motor nuclei 
and the cerebral cortex. The neuronal changes include 
chromatolysis, vacuolisation of cytoplasm, deep eosino- 
philia of nuclei, Marburg’s** ‘‘ homogeneous nuclear 
shrinkage,” increase in cellular lipids, and disappearance 
of nerve-cells. In the cerebral cortex Hierons found 
diffuse and focal changes. Lymphocytic infiltration has 
been described, particularly in the spinal cord, and 
severe neuronal changes may be associated with glial 
reaction in which microglia participates to a lesser degree 
than neuroglia. Chromatolysis indicates axonal changes, 
but the vacuolisation and particularly granular incrusta- 
tions of nerve-cells observed by Hierons in one case 
indicate a toxic agent. Ischemic changes resulting from 
vascular spasm play an important réle but cannot explain 
all the findings. 

Many of the nerve-cell changes, though different in 
distribution, resemble those in kernicterus described -by 
Parsons and Baar.** In kernicterus the toxic agent is 
bilirubin which has not been detoxicated by conjugation 
with glucuronic acid.25 In porphyrias the agent is 
unknown, but only porphyria hepatica (and not the con- 
genital porphyria erythropoietica) is associated with 
damage to the nervous system. The nature of the toxic 
agent is still a mystery. An indication may be found in 


15. a T. C., Siri, W., Joiner, E. E. Amer. J. Med. 1952, 
16. Ranking, J. E., Pardington, L. Lancet, 1890, ii, 607. 

17. Giinther, H. Disch. Arch. tla Med, 1911, 105, 89. 

18. Waldenstrém, J. Acta med. scand. 1937, suppl. 82. 

19. Hierons, R. Brain, 1957, 80, 176. 

20. Genroeas. A., Lhermitte, J., Boulanger-Pillet Pr. med. 1929, 
21. Denny-Brown, D., Sciarra, D. nm, 1945, 1. 

22. Baker, A. B., Watson, CI. A. » iois. 68. 

23. Marburg, O. Arb. neurol. Inst. Dnie ien, 1902, *. 103. 

24. Parsons, L. G., Baar, H. 8. Acta iat., Stockh. 1947, 36, 604 


25. Cole, P. G., Lathe, G. H. J. din, Path. 1953, 6, 99. 
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the affinity of porphyrins with myelin, 26 recognition of 
which was the starting-point for the discovery of an 
excellent myelin stain with copper-phthalocyanin. The 
tetrapyrrolic ring seems to be essential for the affinity 
of porphyrins with lipids of the nervous system ; and 
the monopyrrolic compound porphobilinogen, which is 
excreted in the urine of patients with acute relapsing 
porphyria, is probably not responsible for the damage to 
the nervous system. Large amounts of uroporphyrins 
may appear in the urine when there are no nervous 
symptoms. It seems, therefore, that a special porphyrin 
or porphyrin-like substance is the toxic agent. Possibly 
this will be found in the Waldenstrém porphyrin, which is 
a mixture of uroporphyrins I and m1 and may, in some 
patients, contain an unusual heptacarboxylic por- 
phyrin.?7 


SUPERINFECTION IN TUBERCULOSIS 


- Youne people are suffering less from tuberculosis. 
Of the notifications of respiratory tuberculosis in the 
years 1946-49, 62-4% referred to patients under 35 years, 
but by 1956 the percentage had fallen to 51-7; and it 
is generally conceded that a growing proportion of these 
notifications refer to patients with minimal disease. Mass 
radiography, by detecting such lesions, has helped to 
maintain the rate of notifications, thus masking a con- 
siderable decline—of which clinicians are well aware #*— 
in the proportion of young people with severe or extensive 
disease. 

The diminution in total notifications itself suggests a 
substantial decrease in the size of the ‘‘ infector pool,” 
whicli is further borne out by the smaller proportion of 
children reacting positively to tuberculin. Does this also 
explain the lessened amount and severity of disease in 
the young? Certainly the relationship between infection 
and disease is usually more direct in adolescents and 
young adults than in older patients, in whom breakdown 
can more often be attributed to the effect of stress factors 
on lesions resulting from infection many years previously ; 
and the decline in notifications of meningeal tuberculosis 
suggests that those lesions which most quickly follow 
primary infection are becoming less common. It is also 
reasonable to assume that chemotherapy has reduced 
the possibility not only of infection but of repetition of 
infection. Though Medlar*® and others believe that the 
responsibility for producing disease rests wholly upon 
the bacilli which produce the primary lesion, or their 
direct descendants, it seems hard to believe that con- 
tinued exposure, particularly to heavy infection, is of no 
account. The waxing and waning of tuberculin-sensitivity 
certainly seems to be related to exposure to further 
infection,®° #1 and occasionally . tuberculosis arises in a 
patient vaccinated with B.c.G.2* In a follow-up of over 
1500 children aged 13 or less, Thompson * found that 
pulmonary tuberculosis developed in 31 during an 
observation-period averaging twelve and a half years. 
Of these, 24 were initially in contact with a patient who 
was infectious, and in most cases contact was maintained 
more or less without interruption for several years; 15 
were still in contact at the time of, or within two years of, 
the first detection of their tuberculosis, and earlier 
detection might have added 6 more cases. In only 3 
instances did pulmonary tuberculosis develop more than 
two years after contact was broken. While this evidence 
is suggestive rather than conclusive, it would clearly be 
unwise to dismiss too lightly the possibility of super- 
infection as a factor in producing disease; exogenous 
bacilli may themselves produce a Koch’s phenomenon in 


26. Kliiver, H., Barrera, E. z “Psychol. 1954, 37, 199. 
27. Chu, T. C., Ju- ew: Chu, E. J. biol. Chem. 1957, 227, 505. 
28. James, E. F. G. rit. med, J. Aug. 17, 1957, p. 410. 

29. Medlar, E. M. Pn Rev. Tuberc. 1955, 71, suppl., p. 220. 
30. Aronson, J. D. Ibid, 1951, 63, 121. 

31. Thompson, B. C. Tubercle, Lond. ane, 7 30, 155 
32. Dahlstrom, G., ta H. Acta tuberc 1951, ‘sappl. 27. 
33. Thompson, B. C. Amer. Rev. Tubere. | 19a, 75, 885. 
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the lung or give rise to a focal reaction in dormant lesions 
leading to activation. The matter is of more than 
theoretical importance, for if the liability to actual 
disease is increased by continued exposure to infection, 
chemotherapy, by establishing control of the sputum- 
positive patient, has a wider preventive scope than if 
liability to disease in his contacts were net so increased. 
If indeed the development of many lesions depends on 
continued or repeated infection, chemotherapy, by 
rendering large numbers of infectors sputum-negative, 
is likely to prove even more effective as a preventive 
measure than was at first thought ; and the existence of 
this possibility renders it even more imperative to 
discover and treat unknown infectious patients. It is 
perhaps significant that, in Thompson’s series, no new 
cases have arisen since 1953—by which year chemo- 
therapy was beginning to exert a noticeable effect. 


COMPLICATIONS OF MEASLES 

‘* MEASLES,” it was once said, ‘“‘is called a childish 
illness because it kills so many children.” If that is no 
longer true, it remains a fact that the complicated disease 
can still kill and maim. Little wonder, then, that this 
condition, recognised since the 9th century, and first 
clearly described by Sydenham, should still attract 
investigators. The College of General Practitioners made 
it the subject of its first major investigation, and part 1 
of its report! amplifies some of the findings published 
in part 1.2 Unfortunately such complications as 
** catarrh ” and ‘‘ subacute chest’ mean little; but if 
one can accept these indefinite terms, then the report 
shows that ‘‘ the severity of the viral infection itself is 
the most potent single factor which influenced the 
complications rate after measles,”’ and that the severity, 
in turn, is influenced by feeding, age, and social status. 

Tyler* describes the detailed observation of 85 
children with neurological complications of measles ; 
67 of these had encephalomyelitis. Tyler points out that 
the long-accepted and widely used term ‘* encephalitis ” 
is inaccurate, since, although the pathogenesis is 
unsettled, the lesion is a demyelinating encephalomyelitis 
in which spinal changes sometimes predominate. As 
might be expected in a neurological disease in which the 
sites of the lesions are unpredictable, the physical findings 
varied widely from case to case. All the children in this 
series had the more serious type, for, as Tyler points out, 
those with the commonest variety—with transient head- 
ache, drowsiness, and irritability—are not generally 
admitted to hospital. The outcome of the disease in this 
more serious group is a salutary reminder that even today 
measles is not to be taken lightly, for only 42 recovered 
fully ; 4 died in status epilepticus during the illness and 
1 eight years later. Tyler believes that most of the 
deaths were caused by the fits and not directly by the 
encephalomyelitis, and that the mortality-rate depends 
on the efficacy of anti-epileptic treatment. Of the 
surviving children, 15 were mentally retarded ; behaviour 
problems all cleared completely within three years in 
those ‘children whose 1.9.8 had not been affected. In 10 
of the 85 cases permanent hemiplegia developed, which, 
Tyler deduces, is caused not by encephalomyelitis, 
but by vascular occlusion. Of the rest, 3 had cerebral 
cedema (all died), 2 retrobulbar neuritis, 1 retinitis, and 
2 transient psychoses, 

The work of Allen * illustrates yet further the impor- 
tance of clear pathological and clinical definitions. 
Believing that the so-called measles encephalitis is a 
demyelinating encephalomyelitis, he administered large 
doses of adrenal steroids, using cortisone, corticotrophin, 
and (unfortunately from the purely scientific point of 


at —- of General Practitioners. Research Newsletter, no. 14, 
957. 
2. College of General Practitioners. Jbid, no. 11, 1956. 


1 
2 
3. Tyler, H. R. Medicine, 1957, 36, 147. 
4. Allen, J. E. Pediatrics, 1957, 20, 87. 


view) antibiotics as well. He compared the results in his 
10 patients with those in two other groups of comparable 
size, one of which was given gamma-globulin and the 
other ‘‘ supportive therapy.” These cases are not 
controls in the usual sense since they arose in different 
outbreaks at different times. Allen admits that the 
numbers are too small for definite conclusions to be drawn, 
but as all his patients recovered rapidly and fully he felt 
that early publication was justified. Since there is no 
other established method of treatment, this line is well 
worth following. It is always exciting to watch the 
development of a new therapy which appears to yield 
dramatic results ; but those who remember the supposed 
value of specific serum in streptococcal infections and of 
chloramphenicol in pertussis will retain a modicum of 
scepticism. 


SELECTIVE RENAL ARTERIOGRAPHY 


WE have lately discussed some of the commoner 
complications of renal arteriography and methods of 
avoiding them. Among the more important of these 
complications are extravasation of dye, oliguria or anuria, 
dissecting aneurysm, and mesenteric thrombosis due to 
misdirection of the contrast medium. Extravasation and 
the injection of dye into vessels other than the aorta are 
usually associated with direct trans-lumbar aortography ; 
and Gayliss and Laws * have shown that with this proce- 
dure intramural injection of the dye results in dissecting 
aneurysm. Reports of cases in which anuria developed 
suggest that quantities of sodium acetrizoate or diodone 
exceeding 35 ml. had been used, and that often this 
volume of dye was directed more to one kidney than to 
the other. Sutton * has remarked that large volumes of 
dye and repeated injections are both dangerous and 
unnecessary. To control the site of the injection, Farinas * 
introduced the technique of retrograde injection through 
a catheter introduced into the aorta via the femoral 
artery, and Seldinger * simplified this technique by intro- 
ducing his catheter through a needle inserted into the 
femoral artery without ‘‘ cutting down.” Gregg et al.,® 
of Addenbrooke’s Hospital, Cambridge, now describe a 
technique of renal angiography, based on Odman’s,’ 
which apparently combines the benefits of low dosage 
and of controlled injection. They pass the tip of the 
catheter, via the femoral artery, into the renal artery on 
the side to be examined, and inject only 6-8 ml. of 60% 
‘ Urografin.’ This small volume of contrast-medium 
displays the renal vessels adequately, and dilution by 
the blood reduces the concentration in the kidney to 
only 10-15%. Subsequent examination of the urine has 
given no indication of renal damage. An image-intensifier 
eases screening control during the insertion of the 
catheter, but films obtained by means of the intensifier 
have not on the whole been as satisfactory as those made 
on the cassette changer. Though the technique is simple 
in most cases, large lumbar arteries or a hypotrophic 
renal artery may give rise to difficulty, and the operator 
must be mindful of the possibility that aberrant renal 
vessels are present. 


Lancet, July 6, 1957, p. 34. 
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COST OF TREATMENT OF AFFECTIVE 


DISORDERS 


A COMPARISON BETWEEN THREE MENTAL 
HOSPITALS 


W. V. WapswortH 
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MEDICAL SUPERINTENDENT 


W. L. Toner 
M.D. Manc., D.P.M. 
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L. E. D. Barser 
B.Se. Lond. 
RESEARCH ECONOMIST ; FORMERLY SCIENTIFIC OFFICER, 
MEDICAL RESEARCH COUNCIL 
CHEADLE ROYAL HOSPITAL, CHEADLE, CHESHIRE 


, IN recent years the social problems of mental ill health 
have received much attention, and it seemed timely, 
therefore, that an inquiry should be made into the cost 
and efficiency of mental hospitals, and the consequences 
of different policies in administration and clinical 
management. We here report a preliminary investi- 
gation which seeks to relate the cost per week of hospital 
treatment to the total cost of a mental illness. 


The weekly cost of hospital care is a less satisfactory 
index of the efficiency of a hospital than the cost of an 
iliness—i.e., patient-week cost x average duration of 
stay.1. The total. cost for mental illness is not, however, 
confined to the cost of hospital treatment; National 
Insurance benefits and National Assistance must be 
added, as well as the less direct loss of productivity, 


TABLE I—COSTS PER PATIENT-WEEK FOR SELECTED ITEMS IN 
THREE HOSPITALS (NATIONAL HEALTH SERVICE: HOSPITAL 
COSTING RETURNS, YEAR ENDED MARCH 31, 1955) 


Hospital 





Item 
A B Cc 
& se d, & se. da. ie oe 4 
Doctors 9 1 3 10 3.66 
Drugs 2 4 ee 1 4 
Nursing 32 4 117 1 a 


represented by the loss of earnings of the patient. To 
increase the efficiency of a hospital and thus reduce the 
total cost of a mental illness may, therefore, be achieved 
more effectively by reducing the average duration of stay 
rather than paring down even further the weekly cost of 
mental-hospital care. 

An analysis of expenditure was made in three mental 
hospitals of varying size (400 to 2000 beds). The survey 
was restricted to patients with affective disorders 
admitted to a mental hospital for the first time. Admis- 
sions to the three hospitals during January to June, 1955, 
were taken as comparable groups. Since there is no 
evidence of an association of affective disorders with 
social class, this diagnosis was chosen to avoid compli- 
cations of matching groups for occupation. The age- 
groups 26-65 were studied, because younger patients 
were not found in the hospitals, and in older patients 
senility may obscure response to treatment. Expenditure 
under three main headings—doctors’ services, drugs, and 
nursing—were selected for consideration. 

It was necessary to ascertain costs that were com- 
parable between the three hospitals in the same way that 


1. Tech. Rep. Wid Hlth Org. 1953, no. 73. 
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patients were comparable, while at the same time 
adequately describing the costs of treatment. Adminis- 
trative arrangements and the costs of the maintenance of 
buildings, plant, and grounds varied between the hospitals 
for geographical and historical reasons, and catering costs 
are influenced not only by clinical requirements but also 
by scale and managerial efficiency; but the cost of 
medical services (doctors, nurses, and drugs) was thought 
to be a constant and comparable factor decided mainly 
by clinical policy. 

These factors, therefore, together witli the duration of 
stay, were taken to represent the cost of treatment at 
each hospital. Examination of the costs showed con- 
siderable differences between the hospitals in each of the 
headings of costs per patient-week (table 1). 

The duration of stay was counted from the day of 
admission to the day of discharge from hospital, to which 


TABLE II—AVERAGE DURATION OF ILLNESS IN THREE HOSPITALS 








Males Females | Both sexes 
Pees crs oem J 
Hospital | 
No. Average No. (|Average| No. | Ave 
Oo no. of of no. of | of no. 0 
patients! weeks patients’ weeks | patients| weeks 
A 4 | OT 15 73 | 2 | 89 
15-0 14 17-9 20 17-0 
*36 10°3 60 12-4 


6 | 
Cc 24 16-4 


is added further stays in the same hospital or other 
hospitals on the same diagnosis during the two years 
following the first admission. This information was 
obtained from the patients’ family doctors, replies being 
received for a varying proportion of the patients, but at 
no hospital for less than 67%. Because the costs of 
treatment are expressed in terms of patient-weeks, the 
wide differences of the duration of stay (table m) had to 
be taken account of in the calculation of total treatment 
cost. It was therefore decided to define total treatment 
cost as (duration of stay) x (patient-cost per week plus 
notional earnings per week). But loss of earnings, 
although only a notional figure, could not be applied to 
men and women alike, for in the case of about half the 
women, services, not earnings, were “lost. Their loss is 
just as real in both economic and social terms as the loss 
of earnings, but it is not considered desirable to value it 
in this unsophisticated manner in the preliminary 
investigation. For these reasons table 11 was prepared 
to compare total treatment-cost for males only. Since 
the cost of food was not included in the selected costs of 
hospital treatment, £2 has been deducted from notional 
earnings to avoid double counting. It is hoped in this 
table to compare only those elements of hospital treat- 
ment that are strictly comparable—medical care, drugs, 
nursing, and length of stay in hospital, together with that 
loss of earnings entailed by admission to hospital. 

Although, therefore, the total cost of hospital treat- 
ment in the three hospitals is in the same rank order as 
cost per patient-week, the relative differences in cost are 
much smaller; and when allowance is made for loss of 
earnings, an inverse relationship is found between cost 
per patient-week and total cost of illness. 


TABLE III—AVERAGE COST OF ILLNESS: MALES AGED 26-65 
YEARS IN THREE HOSPITALS. (COST OF ILLNESS EQUALS 
COSTS OF THREE SELECTED ITEMS PLUS LOSS OF EARNINGS 
AT £8 PER WEEK) 








| 





Avecame Cost Cos | — 
uration per | te) cos 
Hospital =| ‘of stay patient- | hospital of 
(weeks) week | treatment | illness 
£ 8. d. ee 
A 9-7 313 9 | 36 |. 1% 
B 15-0 22 8 32 152 
c 16-4 167 2. | | (168 
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In this preliminary investigation we thought it 
inappropriate to use statistical checks of significance for 
these differences, not only because of the small number of 
patients involved, but also because it is not yet known 
how far these investigations can be extended to other 
mental hospitals in this country. It is clear, however, 
that the figures present a prima-facie case for a full 
investigation into the factors which affect the total cost 
of mental illness. 

The abstractions and simplifications of the materials 
found in this preliminary survey result partly from the 
limited scale of the investigation, but also partly from the 
number of factors which influence the total cost in any 
one hospital. It has become obvious that the total cost 
of treatment, not in the restricted sense used in this 
survey, but in the sense of total hospital costs divided 
by the number of patients, is the product of the four 
major and not necessarily related factors—environment 
and history ; buildings, equipment, and location; size 
and effectiveness of administration ; and clinical policy. 
The first factor is unalterable in the short or medium 
term, and the second and third may be related, but the 
fourth can be independent of the others. It would be the 
purpose of a full-scale survey of mental hospitals to study 


the effect of clinical policy on the costs and duration of 
treatment of mental disorders. The other three factors 
would be studied only incidentally to detect and isolate 
their influence on total costs. Unless certain clinical 
policies can be shown to require a certain size of hospital, 
for either economic or therapeutic reasons, the question 
of size will remain separate, having more in common 
with the considerations of optimum size of hospitals 
than with the discussion of the costs of mental ill health. 


Summary 


The total cost was assessed of the illness of 109 patients 
suffering from affective disorders over two years in three 
mental hospitals. 

Total cost of illness was calculated as [weekly cost of 
hospital treatment (cost of doctors, nurses, drugs) + 
loss of weekly earnings] X (average duration of stay in 
each of the three hospitals). 

An inverse relationship was found between total cost 
of illness and weekly cost of treatment. 

We gratefully acknowledge the encouraging advice and 
ready codperation of the medical superintendents of the 
hospitals. 





Occasional Survey 


THE SURGERY OF DEAFNESS 


CHEMOTHERAPY has relieved the otologist of much of 
the onus of life saving—formerly his chief concern— 
enabling him to turn his attention to the restoration of 
function. Moreover, chemotherapy has made possible the 
practice of new surgical techniques for restoring hearing 
which have benefited thousands of deaf patients and 
added greatly to our understanding of the physiology 
of sound conduction. 

The end-organ of hearing, the organ of Corti, occupies 
the whole length of the basilar membrane in the cochlea. 
Its stimulation is possible only if the basilar membrane 
can move; and this depends on free movement of the 
perilymph fluid. This fluid, contained in incompressible 
bone, can move only if there is an inlet and an outlet for 
the sound-waves reaching it. These are provided by the 
two windows which separate the perilymph from the 
cavity of the middle ear. Leakage of the perilymph is 
prevented, in life, by the presence of the footplate of the 
stapes in the upper, oval window ; and by the secondary 
tympanic membrane in the lower, round window. If 
sound-waves reached the two windows simultaneously 
with equal energy, there would be no hearing ; but vibra- 
tion of the perilymph is made possible by the movement 
in opposite phase of the structures sealing the two win- 
dows. This is done partly by the ‘‘ transformer’ system 
of the chain of ossicles, and partly by the unequal 
impedances of the windows themselves. 

The greater part of the sound-energy applied to the relatively 
large surface-area of the tympanic membrane is transmitted 
through the ossicular chain to the much smaller surface-area 
of the oval window. The round window receives only a small 
fraction of the energy received by the air in the tympanic 
cavity. This “ transformer ’’ mechanism results in a “ differ- 
ential ’’ which works in favour of the oval window. 

The unequal impedance of the two windows is less important. 
It is brought about partly by a difference in the elasticity of 
the two windows and partly by a difference in the angle of inci- 
dence of the sound-waves on the closing structures of the 
windows. 


Of the conditions in which this “ differential” is 
reduced, the commonest is that known as otosclerosis— 
wrongly because, in fact, it consists in the replacement of 
hard ‘‘ sclerotic’’ bone by soft ‘‘ spongy” bone. This 
usually affects primarily the region of the oval window, 
then encroaches on the area between the window and 


the footplate of the stapes (the vestibulo-stapedial joint), 
and increasingly limits stapedial mobility. Progressive 
deafness results. 

Suppuration of the middle ear may lead to perforation 
of the tympanic membrane, with or without disruption 
of the ossicular chain, or to adhesions between the 
ossicles. The range of hearing-loss is roughly similar to 
that in otosclerosis except where there is a total or sub- 
total destruction of the tympanic membrane, with loss of 
both malleus and incus, when the loss is more severe. 
The stapes is then the only ossicle left, and what hearing 
remains is due to the difference in impedance. 


OTOSCLEROSIS 


In 1876 Kessel? tried to relieve the deafness of oto- 
sclerosis by mobilising the fixed stapes itself, but by 1890 
the all-too-frequent occurrence of severe infection had 
led to the abandonment of his operation. Surgeons then 
thought of making a new window into the inner ear, to 
take over the function of the diseased oval window, with 
less risk of introducing infection. The first attempt was 
made by Passow ? in 1897, and some years later Barany * 
established a definite operative technique. Jenkins * 
used a burr to open the horizontal semicircular canal and 
covered the new window with a skin-graft. Holmgren ° 
began to use a binocular microscope in 1917; and there 
can be no doubt that the microscope is second in impor- 
tance only to antibiotics in the development of modern 
temporal-bone surgery—if indeed, it is not more impor- 
tant. Sourdille,* using a three-stage technique, obtained 
the first lasting improvement in 1928, but Lempert ’? 
really popularised fenestration when he described a one- 
stage operation with good results. ; 

The operation has now become firmly established. 
There has been, until very recently, nothing more grati- 
fying to the surgeon or to the patient than a successful 
fenestration ; but there is sometimes, unfortunately, a 
heavy price to pay, for the operation cavity may discharge 
persistently, even for years, and in a few cases vertigo 
is very troublesome. A new phase was opened by Rosen,* 
who, armed with antibiotics and the dissecting micro- 
scope, shifted his attack back to the stapes itself. He 
described a method of palpating the stapes, to determine 





Kessel, J. Arch. Ohr.-, Nas.-, u. Kehlk Heilk. 1876, 11, 159. 
Passow, h. disch. otol. Ges. 1899, 6, 141. 


K. er . 
Barany, R. Ibid, 1910, 19, 81. 
Jenkins Int. Congr. M 1913 Boat. 36. p. 609. 


‘ ” “Acta ot ee ET 
Sourd e. M. Bull. Acad. Wied., Paris, 1929, 162, 674. 
Lempert, J. Arch. a Chicago, , , . 
Kovan &. Ibid. 1952, Be, 610. 
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the degree of fixation ; though this wa was designed as a 
test of suitability for the fenestration operation, he added 
that ‘‘ manipulation of the partially fixed stapes could 
result in further mobility of the footplate, with improved 
hearing ’’—the first hint of a reversion to the stapes 
mobilisation suggested by Kessel seventy-six years 
earlier. Rosen * next described mobilisation of the stapes 
by moving the neck of the ossicle in the direction of the 
stapedius tendon—the ‘‘ indirect ” method, because the 
attack is not made directly on the footplate. There was 
no postoperative vertigo; the patients spent only one 
day in hospital; and a fenestration operation was still 
possible if simple mobilisation failed. He obtained a 
high proportion of satisfactory results, which were main- 
tained,!® but in some cases the stapes was too rigidly 
fixed in the oval window to be mobilised by movement at 
the level of the neck of the stapes, without risk of fractur- 
ing the crura. He devised a new “‘ direct” method, in which 
the mobilising foree was applied directly to the footplate 
itself,’ 12 and another technique, making a fenestra ovalis 
through the margin or centre of the footplate. 

Stapes mobilisation by Rosen’s techniques is being 
wea throughout the world, and Portmann and 

laverie * have reported an appreciable gain in hearing 
in 48 of their 60 patients. Otosclerosis is essentially a 
bilateral disease, and the results of the two operations 
could be compared in a large series of cases by performing 
fenestration on one ear and stapes mobilisation on the 
other. Many stapediolyses are now being done in patients 
who have previously had a successful fenestration in the 
opposite ear. But even if the results of mobilisation are 
inferior there is still much to commend it as the first 
choice, for it is a minor operation without serious compli- 
cations. Even if nothing is gained by it, little or nothing 
is lost ; and when it succeeds, incalculable benefit is won. 


SUPPURATIVE OTITIS MEDIA 

Not so dramatic, nor yet so successful, are the newer 
plastic operations in cases of chronic suppuration of the 
middle-ear cleft; but, as techniques improve, so do the 
results. The simplest operations can be traced back to 
1878, when Berthold‘ first performed an operation 
(myringoplasty) to repair a perforated tympanic mem- 
brane. A perforation may sometimes heal after applica- 
tion of a caustic to its edges, but healing is unlikely with 
large yerforations. “ Myringoplasty,””» says Mawson,!® 
‘*is a simple operation reserved for large dry residual 
perforations without active middle ear disease. . . 
Closure of a large perforation with free full- thickness 
graft can ,be achieved in a high proportion of cases 
provided reinfection is eliminated, and only a third of 
my cases have failed to gain any improvement in hearing.” 
Though one cannot guarantee restoration of useful 
hearing, Mawson believes that there is a place for opera- 
tions simply to close large dry perforations by skin- 
grafting. 

By means of myringoplasty Beales }* obtained striking 
improvement in hearing in 11 out of 17 cases. Ormerod 
and McLay 1718 obtained satisfactory hearing in 7 out 
of 12 cases by myringoplasty.'* 

The relatively simple operation of myringoplasty is, of 
course, applicable only to the dry ear with no active 
infection. Suppuration is much harder to manage. 
Hearing will not uncommonly improve when suppuration 
is active; it has also been known for many years that 
hearing can be improved, sometimes quite dramatically, 
by simply loading or shielding the round window by 


9. Rosen, s. N. Y. St. a Med. 1953, 53, 2650. 
10. Rosen, S., Bergman, A a otolaryng. Stockh. 1954, suppl. 118. 
11. Rosen, S. Ibid. 1955 45, 533, 

12. Rosen, S Arch. Otolaryng + Chicago, 1956, 64, 227. 
13. Portmann, M e"Olaverie, G G. . otol., etc., St. Louis, 1957, 


66, 49. 
14, Berthold, FE. Berl. klin. wschr. 1886_ 23, 587. 
15. Mawson, 8S. Brit. med. J. 1957, ii, 234. 
16. Beales, P. ae ‘ Laryng. 1957, 71, 162. 

f » McLay, K. Ibid, 1956, 70, 648. 
a ”” McLay, K. Ibid, 1957, 71, "427. 


18. Ormerod. F 


placing a pledget of cotton-wool, saturated with liquid 
paraffin, over the round-window niche, Furthermore, 
hearing has sometimes improved after radical mastoid 
operations—even after the most extensive excisive 
operations (though perhaps more often the hearing has 
been worse after such operations). These phenomena 
were not explained until Zéllner }* reported the case of 
a man who had suffered traumatic rupture of the tym- 
panic membrane. The incudo-stapedial joint was 
destroyed and the stapes could be seen, through the 
perforation, in splendid isolation. The remains of the 
tympanic membrane adhered only to the lower part of the 
tympanic cavity, including the region of the round 
window, which thus became separated from the oval 
window and the isolated stapes. This man’s hearing was 
practically normal, and Zéllner believed that this must 
be due to the “‘ acoustic separation ” of the two labyrin- 
thine windows. ‘‘ Such spontaneous plastic results,’ he 
declared, ‘‘ are sometimes found after inflammatory 
lesions and radical operations.”” Tympanoplasty aims at 
creating similar conditions artificially. 

There are several types, depending on the extent of the 
disease, which can be determined only at operation. All 
diseased tissue must be completely removed. If the bony 
disease is limited to the attic region, attico-antrostomy 
suffices; a full-thickness skin-graft is then applied to the 
bared remains of the drumhead and the operative cavity, if 
microscopic examination confirms the integrity of the ossicular 
chain. When the disease is more extensive, the -non-func- 
tioning incus or its remains must be removed. If the stapes 
remains intact and mobile, the so-called “ columella ”’ effect 
ean be used ; in this the graft is made to lie over, and make 
contact with, the head of the intact stapes. This is impossible 
if the ossicular chain is disrupted and the stapes is also 
deficient.” Total tympanoplasty is then used to restore the 
differential between the two windows by leaving the oval 
window exposed in the cavity, and by placing a baffle over the 
round window. A skin-graft is applied to the bared promontory 
and to the lower half of the circumference of the deep external 
auditory canal, This leaves an air space between the upper 
orifice of the eustachian tube and the round window, thus 
recreating a tympanic cavity which communicates with the 
nasopharynx by a normally functioning eustachian tube. 
Pietrantoni et al.?° lay great emphasis on the fact that good 
functional results can be obtained only if care has been taken 
to ensure the formation of a good adhesion between the graft 
and the promontory. 

Using tympanoplasty, Beales ** obtained a striking 
improvement in hearing in 20 of 42 cases of active chronic 
middle-ear suppuration and slight improvement in 14. 
Ormerod and MecLay ** reported improvement in hearing 
in 4 of the 6 cases in which a simple attico-antrostomy 
had been followed by plastic repair with a graft; satis- 
factory hearing in 4 of 13 cases after the “‘ columella ” 
type of tympanoplasty, with improvement in 4 more 
cases ; and improvement in 4 of 8 cases after the “‘ baffle ” 
type of total tympanoplasty. 





19. Ziliner, F.. [bid. 1955, 69, 637. 
aids 2k Senate Rocca, E., "Aggazi, C. Rev. Laryng., Paris, 1955, 


10. 
a1. Beales, P. H. J. Laryng. 1957, 71, 297. 





“ . What of the training of our own young men—those 
who we hope are destined to be the surgical teachers and the 
clinical leaders of the morrow? The coming of the Health 
Service, the orderly and automatic progression implicit in the 
concept of the ‘ training ladder,’ and the shrinking oppor- 
tunities for careers outside the Service are stifling the kind 
of personal preparation that in the past ensured such a 
diversity of interests and of experience among the members of 
our teaching staffs. There is much to be said for return to a 
system that allows those with ambition and capacity largely 
to plan their own careers. Economic difficulties, the fear of 
losing ground in the local race, are reducing the movement 
of our young men between countries and cities and even units. 
We are in fair danger of turning out all our disciples from a 
common mould, in a uniform shape, and with a common 
background.’’—-Prof. Joun Bruce, Univ. Edinb. J. 1957, 
18, 234. 
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Public Health 


INFLUENZA VACCINE TRIALS 


STATEMENT ON BEHALF OF M.R.C. COMMITTEE ON 
CLINICAL TRIALS OF INFLUENZA VACCINE 


FIEexvp and serological trials of different virus-A influenza 
vaccines developed and prepared by Dr. F. Himmelweit, 
of the virus department of the Wright-Fleming Institute 
of Microbiology, have been carried out in the past few 
years under the wegis of the above committee. 

It has, throughout, been the committee’s object to 
improve the degree of effectiveness and the duration of 
immunity afforded by the vaccines. It was therefore 
disappointing that in the most recent trial in 1955-56 
the effectiveness of the vaccine in preventing absences 
due to clinical influenza in inoculated persons was only 
of the order of 30-40%. 

It is possible that inactivated influenza-virus vaccines 
may in fact be unable to prevent influenza to any greater 
extent, but it is also likely that the low attack-rate 
experienced during recent epidemics vitiated clinical 
assessment. The latter view is supported by the excellent 
results obtained by the use of a suitable virus-A vaccine 
in a sharp outbreak in a boarding-school reported by 
Hawkins et al.'; also by the fact that the difference in 
clinical influenza attack-rates between the various 
inoculated persons and the controls month by month was 
greatest during the period in 1956 when virus-A influenza 
was proved to be prevalent by laboratory tests.? 

A new situation has now arisen because of the occur- 
rence of large outbreaks in many parts of the world of 
influenza due to a strain of virus designated Asian 
influenza A. Although clinically the disease is mild and 
differs little from recent outbreaks of virus-A influenza 
in this country, the atitack-rate in many of the outbreaks 
in the Far East and in semi-closed communities elsewhere 
has been high (10-30%). The virus antigen differs from 
those of all previously encountered influenza-A viruses. 
Antibodies against the virus have only been found in 
the serum of aged persons.* 

A vaccine made from the Asian virus has been prepared 
by methods similar to those employed with other influenza 
vaccines in the past at the Wright-Fleming Institute. 
Serological trials have shown that antibody formation 
is stimulated by this vaccine. 

It is urgently necessary to test the vaccine in different 
dose concentrations and in comparison with influenza 
vaccines prepared from combinations of various strains. 


ARRANGEMENTS FOR FIELD TRIALS 


As the possibility of Asian influenza becoming wide- 
spread cannot be ruled out it is desirable to begin trials 
now, and inoculation of the first batches of volunteers is 
due to begin in the week ending Sept. 14. The others will 
be inoculated at intervals throughout the remainder of 
the month, and all inoculations will it is hoped be 
completed by the second week in October. 


Volunteers taking part number about 8000 and they are in 
four main groups, with the volunteer centres in each group 
distributed throughout the United Kingdom : 

Group A.—A special group of miscellaneous centres 
including two Ministries, a county council, three universities, 
a naval dockyard, an industrial firm, a branch of the 
London transport services, and a London school. 

Group B.—Some 20 teachers’ training-colleges. 

Group C.—12 public schools. 

Group D.—Volunteers among patients with chronic 
bronchitis drawn from about 40 chest clinics. The trial in 
this group is in association with the British Tuberculosis 
Association. 

Volunteers in each centre in the four groups will, as in 
previous trials, be divided into three approximately equal 
parties on a random basis, each party receiving one of the 
various vaccines under test. The period of observation of 
volunteers must depend upon the epidemiological develop- 
ments, but will ee be for some five months. 

1. Hawkins, G. F. C., Hatch, L. A., McDonald, J. C. Brit. med. J. 

1956, ii, 1200 

2. Medical Research Council Committee on Clinical Trials of 

Influenza Vaccine. Brit. med. J. July 6, 1957, p. 1. 

3. Mulder, J. Lancet, Aug. 17, 1957, p. 334. 
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In view, aalitdani of the early dates of ininmilaiids wis 
again depending upon developments, it is expected to obtain 
additional volunteers in certain of the groups who will not 
enter the trial until early December and will be inoculated then. 

At the end of the trial the results will be analysed to ascer- 
tain the incidence of influenza in those inoculated with the 
different vaccines. 

Under the arrangements made it will be known to any 
general practitioner or other medical officer attending a 
volunteer that that person is in fact a volunteer. It is hoped 
that all general practitioners seeing such volunteers will 
coéperate in the investigations by filling in the simple record 
form with which they will be provided and will bear in mind 
the great importance of as accurate a diagnosis as possible 
between true influenza and other respiratory infections with a 
winter prevalence. 

The medical officers of health in the areas in which the trials 
are being carried out can help and will in particular be able to 
keep those concerned in the volunteer centres informed on the 
occurrence of influenza and the progress of any outbreak which 
attacks the area. For this purpose, medical officers of health 
in those areas in which there are volunteer centres will be 
given the details of these. 

Laboratories of the Public Health Laboratory Service are 
ready to give any assistance they can and have been informed 
of the location of volunteer centres in their areas. At the 
same time those concerned in the volunteer centres will, it is 
hoped, keep in touch with the local public-health laboratories 
and, in the event of an outbreak of influenza-like illness within 
the centre, will provide the laboratory with material from a 
few cases to allow of the diagnosis being confirmed. 


These trials can succeed only if there is the fullest 
codperation between all concerned, and the committee 
has every hope that this will be forthcoming. More 
detailed information may be had from the Secretary of 
the M.R.C. Committee on the Clinical Trials of Influenza 
Vaccine at the Ministry of Health, 23, Savile Row, 
London, W.1 (tel. Regent 8411 ext. 91). 


The Registrar-General’ s Commentary 


To the dry bones of his figures for 1955, the Registrar- 
General has now added the meat of his commentary on 
his own unique assessment of the state of the nation, with 
an account of his department’s participation in such 
international bodies as the United Nations Population 
Commission. He records that the downward trend in the 
birth-rate from the high post-war levels continued in 
1955; but an upward trend started at the end of the 
year (and continued in 1956). The fertility-rate—i.e., the 
ratio of the number of female births to the number of 
women of childbearing age—remained at 17% above the 
1938 level. If these trends continue, ‘‘ recent generations 
are likely over the coming years to replace themselves 
with even a little to spare.’’ The actual population, of 
course, depends not only on birth and death rates, but 
also on the numbers emigrating and inimigrating. 
Information on this is scanty, but what information there 
is indicates ‘‘a negligible balance of migration ’’—cold 
comfort to those who think that this country is over- 
crowded. 

The 675,026 maternities in 1955 resulted in 683,640 live 
and still births. 8437 maternities produced twins, 87 triplets, 
and 1 quadruplets—a total of 16,240 live and 899 still born 
children. The proportion of multiple births had not changed 
significantly from previous years. Similarly constant was the 
proportion of illegitimate births, which had fallen from the 
high levels of the war years but was still 12% higher than 
the pre-war proportion. If illegitimate births are considered 
together with legitimate births of children conceived before 
marriage, the figure is still constant through the 1950s at a 
little over 12%. About 60% of maternities conceived outside 
marriage were legitimated by marriage of the mother before 
the birth of the child. 

An interesting trend is that of mean family-size, which 
fell from about 6 in 1871 to a range of 2-02~2-09 in the 1930s. 
During the war the average began to rise, and the figure 
estimated by cohort analysis for 1950 (the last given) was 
2-27-—the highest since 1922. 

The death-rate per 1000 living was 12-5 for men and 10-9 
for women—i.e., not much different from that for other post- 
1. Registrar-General’s Statistical Review of England and Wales 

for the year 1955. Part m1: Commentary. H.M. Stationery 
Office>-Pp. 274. 11s. 
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war years. The expectation of life is now such that, of new- 
born babies, 68% of males and 80% of females would reach 
the age of 65; 22% of males and 40% of females would reach 
the age of 80. It is often said that middle-aged men are now at 
particular risk, which some have taken to imply that, if a man 
survives the danger-period of 45-65, his expectation of life is 
increased. That this is false is shown by the fact that 15% of 
men aged 45, but 86% of men aged 65, can expect to die within 
the next twenty years. Less than a third of men aged 60 die 
before 70; but nearly two-thirds of men aged 70 die before 80. 
Improvement in expectation of life has been least in the old ; 
for a male in 1955 it was 67'/, years at birth, 681/, years at 
1 year, and 12 years at 65; the corresponding figures in 1841 
were 40, 47, and 11. 

Much of the interest for doctors in the Registrar-General’s 
figures lie in his analyses of the causes of death. The import- 
ance of accidents and cancer as causes of death in young 
people is as striking as the importance of vascular disease in 
those over 45. Toxzemia of pregnancy was still far the com- 
monest cause of maternal death, with hemorrhage second and 
thrombosis and embolism third. The fall in the death-rate 
from tuberculosis was inversely proportional to age: thus 98 
boys under 15 died in 1950 and 7 in 1955, but for men over 65 
the figures were 1480 and 1248. The notification-rates for all 
ages have steadily declined since 1949, but for the over-65s 
they have fluctuated or risen. In contrast with infections 
elsewhere, the death-rate from infections of the kidney has 
risen since the war: the reason for this is not obvious. 

A feature of death-rates that has been deservedly piiblicised 
is the spectacular increase in that from lung cancer. There is 
still dispute as to how much of this increase should be ascribed 
to improvements in diagnosis; the Registrar-General has 
examined trends in death-rates in other chronic lung diseases 
with this in mind, and gives the amended death-rates for lung 
cancer in the age-group 55-64 that would be recorded if it 
were shown that various percentages of other lung diseases 
had been wrongly certified and should have been attributed to 
lung cancer. The death-rates per million from certified lung 
cancer for men and women respectively were actually 64 and 
34 in 1911-20 and 2120 and 232 in 1950-54. If the error in 
diagnosing other lung diseases had been 2%, the figures 
would have been 194 and 108 in 1911-20 and 2191 and 250 in 
1950-54 ; if the error had been as much as 25%, the figures 
would have been 1692 and 964 in 1911—20 and 3009 and 460 in 
1950-54—still a steady rise in the men but a remarkable 
decline in the women. 


Poliomyelitis 


Uncorrected poliomyelitis notifications in the week 
ending Aug. 31 (35th week of the year) were as follows 
(preceding week in parentheses): paralytic 151 (188), 
non-paralytic 156 (175); total 307 (363). 


Influenza 


A statement from the World Health Organisation 
reports the spread of influenza in Europe, South America, 
and Africa. The epidemic seems to have — its peak 

in Australia and continues to decrease in Asia 

In Europe, the virus has been isolated in Dehenink: (in a 
girl returned from England), Italy (where the infection has 
spread to 13 provinces), Rumania (where nearly 40,000 cases 
have been reported since the end of June), Turkey, Western 
Germany (in Army camps), Greece, and the Netherlands 
(mainly in camps). ; 

In Africa, the disease has appeared in Libya; and in 
Mauritius, 25% of the population was affected during the first 
two weeks of August. In Nigeria and Sudan the epidemic 
continues, but it is declining in Egypt. 

In the United States, the virus has been isolated from 
students arriving from the Netherlands by air and by sea ; 
it has also been identified during epidemic outbreaks in labour 
camps in the states of New York and Michigan, and in a jail 
in California. In the week ending Sept. 4 new outbreaks were 
reported in Panama and Brazil. 


In this country outbreaks of mild influenza are reported 
from many areas, particularly in camps. 

In Western Command, some 500 soldiers were ill on Sept. 9 
and 400 out of 1700 R.A.F. apprentices at Cosford, near 
Wolverhampton, were confined to bed.' 90 of the staff of 
270 at Sheffield Telephone Exchange were away ill. At some 


1. Manchester Guardian, Sept. 10, 1957. 





schools in Blackburn more than 60% of pupils were absent 
on Sept. 9. At Moston Military Hospital, near Chester, 166 
members of the crew of the Indian cruiser, Mysore, have been 
detained. 


Fluoridation of Water-supplies 


An expert committee of the World Health Organisation 
has declared that “ the effectiveness, safety and practic- 
ability of fluoridation as a means of preventing dental 
caries, one of the most prevalent and widespread diseases 
in the world, is now established.’”’ The committee studied 
hundreds of controlled fluoridation programmes in 17 
countries, some of which have been in progress for more 
than twelve years. In the United States alone, 32 million 
people in more than 1500 communities are drinking 
mechanically fluoridated water. 

The results of fluoridation in all-these programmes 
showed remarkable uniformity. The prevalence of 
dental caries in the permanent teeth of children decreased 
by some 60%. The committee point out that the most 
convincing evidence of the safety of fluoridation comes 
from places where people have drunk naturally fluoridated 
water all their lives. No-one has ever detected any ill 
effects, except for mottled teeth in areas where the 
natural fluoride concentration is very high. 

In its engineering aspects, the addition of fluorides to 
public water-supplies has proved to be similar to chlorina- 
tion and other routine mechanical procedures widely 
employed in water-works practice. It has been found 
practicable in different types of plants with different 
degrees of complexity of treatment. The present reason- 
able cost of fluoridation may be further reduced as a 
result of recent research developments. The committee 
ee: 

“* Looking at the world at large, dental decay represents an 
economic drain upon both health services and individuals. 
Early detection and treatment of dental caries is effective in 
controlling the disease and its results. Even in those countries 
with the highest ratio of dentists to population, however, no 
more than one-third of the needs of the people are being 
met. . . . Efforts to prevent dental caries have taken many 
forms ranging from oral hygiene to stringent dietary control. 
. . . No one of them fulfils the requirement of being widely 
acceptable and practicable in application, The potential value 
of fluorides is, therefore, of special interest.”’ 





World Statistics.—The epidemiological and vital stafistics 
of the world have again been collected in one volume in 
French and English... New features in this latest volume, 
which covers 1954, include a review of the number and 
distribution of health workers and hospitals and of the 
vaccinations done in each country. 


1, World Health oS isation: Annual Epidemiol and 
Vital Statistics, 1954. Geneva, 1957. Pp. 617. btainable 
— H.M. Stationery Office, P.O. Box 569, London, S.E.1. 
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Infectious Diseases in England and Wales 


Week ended August 























Disease lccdetecediaed 
> {0 | at | oe fase 
Diphtheria .. a vent - {o4] 7 ee @ 
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Encephalitis : | | 
Infective 3; 2 9 3; ll 
Post-infectious .. Poe 2° ik ee oe 2 3 
Food-poiso °8 os .. | 444 | 348 | 387 | 336 | 266 
sete exclu: : a. . we ne | ae vag ae Pore 
apanmoencoal ection .. re } 
phthalmia neonatorum .. -- | 28; 33] 37) 29) 37 
Paratyphold fever .. an os | |e 15 12; 11 
Pneumonia, primary or influenzal | 167 | 179 | 223 | 176 | 184 
oe | | 
lytic .. 141 | 183 | 177 | 188 | 151 
sent HE | 53 | 488 | 6 | 38¢ 
e pyrexia | 
Scarlet fever | 478 | 298 | 278 | 255. |. 245 
Smallpox NR Lee | ‘es 
Tuberculosis } 
Meninges a a oe N. 3 ie +e | = a - et | a 
Me: and C. oe «e 
= -. | 79 | 60 | 79! 67) 58 
Typhoid fever ke <a PPG hei a 1 4) 23 
hooping-cough .. es oe 11284 {1050 jaeee 1107 1010 
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In England Now 





A Running Commentary by Peripatetic Correspondents 


I ENJOYED the Radio Show, perhaps because I wasn’t 
in the least interested in any of the exhibits. In our 
house we already have a radiogram in the living-room 
and a portable in the kitchen. That, we reckon, will 
about see us through until a second Danckwerts comes to 
judgment. So I wandered from stand to stand as the 
whim took me: not for me the neurotic chase from 
stand to stand, fearful of missing some new and vital 
development in competitive radio-engineering. So 
different from my state of mind at the Medical Exhibition 
where a queer undergraduate compulsive search for free 
gifts makes life intolerable—that mound of circular 
printed information that weighs on my _ conscience 
unread, until those drugs are superseded by others; not 
to mention the stack of hazardous samples that I never 
am courageous enough to throw straight down the 
lavatory. I don’t know why I go to it, I always resolve 
not to, but at the last moment the fantasy of a free desk- 
diary and cup of cocoa lure me to Westminster. Other- 
wise I must say there wasn’t much outward difference 
between the great show at Earl’s Court and our cosy 
little affair at the Horticultural Hall. The stands were 
identical, right down to the blondes and the silly little 
lily-ponds. The printed hand-outs were in the same 
colours on the same paper, and the words didn’t look very 
different either. Counting out the teddy-element, the 
customers would have passed muster easily enough for 
physicians or their surgical auxiliaries. Next year let’s 
deliberately muddle the whole thing up. I for one would 
be much happier chatting inconsequentially of woofers 
and wow at the Radio Show than being muddled up by 
17 new tranquillisers at the Med. Ex. And this sort of 
thing, not to mention closed-circuit Tv from Barts, would 
be sure to divert any radio mechanic. Might save a bit 
off the drug bill next year too. 

* *« ” 

As a pleasant aftermath of the Jubilee Jamboree at 
Sutton Coldfield many scouts have been visiting towns 
throughout the country. They have been going down 
mines, visiting beauty spots, shaking hands with mayors, 
and so on. Our son’s company were hosts to an African 
contingent on their last port of call before flying home 
and-we offered to billet two of the visitors. ‘‘ Expect 
them about 8.30 p.M.’’ had been the message from the 
scoutmaster, and so as good scout parents we were duly 
prepared. It was 9.30 and dark when we heard a car 
stop outside. We went to the door and our scoutmaster 
appeared carrying a kit-bag. ‘I’m afraid we’ve given 
you two ill ones,” he explained with the undaunted 
cheerfulness that always seems to sustain scoutmasters ; 
‘*as you're a doctor we thought you wouldn’t mind.” 
I reassured him, anxiously going over in my mind the 
medicine chest of free samples. Both scouts, he explained, 
were coughing ; one was convalescent but the other : 
even a scoutmaster couldn’t disguise the fact that he was 
not too good. Both our guests were glad to tumble into 
bed, and with the last of the linctus sample slept well 
and coughed little. Next day they set out bravely on the 
programme of entertainments, returning at tea-time 
armed with little blue boxes. The not-so-well one quickly 
retired to bed with a pain in the chest and a temperature. 
But fortune had come to my aid, for they had just been 
round the local pharmaceutical factory and the blue 
boxes contained a selection of household remedies, from 
which I was able to prescribe, with due ceremony, two 
factory-fresh aspirins. Having staved off an admission 
of my therapeutic unpreparedness I quickly nipped down 
to the hospital dispensary to lay in a stock of the latest 
wonder-drug. 

After 36 anxious hours our invalid recovered quickly 
and we saw them both off at the chilly hour of 5 A.M., 
happy in the knowledge that in a couple of days our 
patient would be convalescing in the warm sunny climate 
of his homeland. The fervent thanks of their scoutmaster 
showed clearly the worry and anxiety that must have been 
his in bringing a contingent of scouts far from home 
to a country whose customs and climate are so different 
from their own. 





* * * 
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Last year ten letters from doctors, opened seriatim in 
medical outpatients, read : 


. Kindly give Mr. A. a checkup. 

Mrs. B. wants a checkup. 

Mr. C. needs a checkup. 

Miss D. has asked for a checkup. 

Mr. E. is coming for a checkup. 

Please checkup Mr. F. 

Mrs. G. would like a proper checkup. 

Mr. H. has not had a checkup for a year. 

Miss I. is not satisfied and demands a checkup. 

Mr. K. wants a shake up. (This was interpreted by the 
booking clerk as meaning a checkup.) 


SLSASMP wom 


_ 


In response to this clear-cut demand I accordingly decided 
to set up a check-up clinic. My first 501 cases have now 
been analysed: 500 cases had not been clinically 
examined. These when clinically examined gave the 
following results : 

100 (20%) had raised blood-pressure. 

300 (60%) had normal blood-pressure. 

100 (20%) had low blood-pressure. 

200 (40%) were overweight. 

100 (20%) were normal weight. 

200 (40%) were underweight. 

495 (99%) had no particular symptoms. 

5 (1%) had lots of symptoms. 

X ray of chest showed tnat 10 (2%) had healed tubercle. 

Ba meal showed that 20 (4%) had evidence of healed 
duodenal ulcer, Ba euema that 25 (5%) had a symptomless 
diverticulosis. 

Cholecystography showed that 15 (3%) had a symptomless 
gall-stone. 

Electrocardiography showed a number of arrhythmias 
which are being followed up. 


It was concluded that in each case further investi- 
gation was necessary before any final conclusions could 
ched. 


be reach 
* * ~ 


“You won’t get any part for a gas cooker that’s 20 
years old,’”’ said the man behind the counter in our gas 
board’s hall of cookers. ‘ But it’s when a cooker is 
20 years old that it needs new parts,’ I said. (My cooker 
and I share a tough hard-wearing outlook on life.) He 
looked shocked: ‘‘ Why we even have great difficulty 
in getting parts for new cookers. You see the manu- 
facturers are all concerned with production, they’re not 
concerned with maintenance.”’ I asked him if that seemed 
sense. He said he didn’t know if it was sense but it was 
business. And so I suppose it may be in the short run, 
but as I went home to my still efficient if ageing cooker 
1 couldn't help wondering whether a few more spare parts 
for private citizens and their cookers might not allow us 
as a nation to afford more new cookers for our hospital 
kitchens—and indeed in the still longer run some 


new hospitals. 
* * * 


The flu has just hit West Africa. As a preliminary 
communication I am sending the following list of 
symptoms which was given to me by one of my patients : 


. Unable to cough out making noise in my chest. 
Both nostrils closed unable to breathing. 
Unable to stool but my belly making noise. 
I am hungry unable to eat but sour. 
Just as something my throat chuking me. 
. I will be like to have some purgative to out mucus in it. 
When fever wants to start there is sweating my clothes 
turre-| water. 
8. I become dizzing. 
* 


OR ge 


I have just received my small boy’s school account for 
next term. A quick calculation convinced me that it 
costs 5s. a day to educate my son, and 2s. 6d. to give him 


lunch. 
x a * 


From a M.O.H.’s report.—Sample No. 355. Lemonade 
Powder. Prepared with sugar, tartaric-acid flavour, and 
colour. Public analyst of opinion that citric acid must be 
used in lieu of tartaric acid, or product no longer described as 
 lemonade/powder.”” 
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- Letters to the Editor 





MEDICAL STUDENTS LOOK WEST 


Sm,— Under this title (Aug. 31, p. 407) a comparison 
is made between the American and the British systems of 
outpatient teaching. The former is commended with a 
suggestion that it might be introduced into this country. 
Your contributors describe how the American student, in 
a room of his own, interviews the patient alone, and state 
that the history and examination may take ‘ anything 
from 1'/, to 4 hours” (their italics), after which the case 
is discussed with a member of the staff. 

As one who has heen privileged as a visitor both to 
observe, and take part in, outpatient teaching in America, 
I agree with the writers’ observations, but am doubtful of 
their judgment. 

In their comparison they state that the British student 
is not usually able to take his time over a case. But in 
medical practice who does time belong to? It has surely 
from the outset been given to the patient for his benefit. 
How to make the best of each patient’s time is the 
doctor’s problem, a problem which never loses its interest 
because it is never completely solved. New knowledge 
brings new questions that may be asked, new physical 
signs that may be worth while. In the course of the 
years the ways in which the doctor may best use time 
are likely to change a good deal, but the average time 
allotted to each patient is not likely to change and will 
certainly be less than the minimum of 1*/, hours allowed 
to your coatributors’ American student. It is, therefore, 
very necessary that the student should learn the import- 
ance of flexibility and speed in outpatient practice. He 
should be taught how to take a history that is brief and 
significant, and how in the light of this to make an 
examination which will yield, in the time available, the 
observations that are most important in the particular 
case. 

It has heen my impression that in the American out- 
patient clinic the student does not learn these lessons. 
His notes are apt to be voluminous, containing much that 
is irrelevant, and in his anxiety to omit nothing he often 
fails to obtain a clear picture of the case. When towards 
the end of the session he is visited in his room by a 
member of the staff there is insufficient time for the 
operation of pruning. Moreover at the end of the session 
the individual student will often have seen only one 
patient. 

The British method, whereby the student is encouraged 
during the hour before the teaching session begins to 
write up as many cases as he can, after which the member 
of the staff examines all the patients in the presence of 
all the students, is I believe much better. The student 
learns not only from his own mistakes but from those of 
others. He sees seven or eight patients instead of one, 
and above all he learns how to work efficiently against 
the clock. The taking of a history under these conditions 
is more difficult than the examination. The studént 
should, therefore, take, and write down, his own history 
but not record it on the outpatient sheet. He should, 
however, enter on this what he finds on examination. 
The teacher should then take the history de novo and 
record it on the note sheet, and when he has done so 
ask the student whether he has anything to alter or to 
add. He will subsequently make any necessary correc- 
tions or additions to the examination notes. 

I submit that in the time allotted to his clinical 
education the student cannot have enough of this method 
of teaching and that it would be a mistake to curtail it 
by introducing outpatient clinics on the American pian 
as suggested by your contributors. The opportunity for 
detailed and protracted study of individual cases lies 
in the wards. 

C. P. Symonps. 


London, W.1. 


Srr,—Mr. Cohen and his colleagues raise many points 
of interest to teachers in this country. They speak 
highly of the form of outpatient teaching that they saw 
and were particularly impressed by the degree of responsi- 
bility given to students in the outpatient department. I 
cannot share their enthusiasm; indeed, I find their 
account quite frightening. A patient who has been 
referred for a specialist opinion is greeted in hospital by a 
medical student who may spend wp to four hours taking a 
history, making an examination, and carrying out 
laboratory tests before the patient is seen by a member 
of the medical staff. The student then discusses 
treatment and prognosis with the patient. 

All this suggests a degree of responsibility well beyond 
the experience and capabilities of a medical student, and 
gives him undue prominence in one of the most important 
departments in hospital. 

I believe that the outpatient department can be used 
much more successfully as an instrument of teaching and 
at the same time can give a better service to the patient. 
It must always be remembered that the patient has been 
referred by his doctor for a specialist opinion, and on 
reacliing hospital the sooner he is seen by the specialist 
the better. Ideally the consultation should be carried 
out in private, and this applies particularly to certain 
specialties such as gynecology. In a teaching hospital 
it is a great privilege for one or perhaps two students to 
be allowed to “sit in” discreetly on the consultation. 
Diagnosis, treatment, and prognosis can be discussed 
freely once the patient has gone. In time the-student is 
allowed to conduct a number of consultations whilst the 
specialist acts as observer and afterwards discusses with 
the student his technique of consultation. Not all 
students are gifted with a natural ability to deal con- 
fidently and sympathetically with patients. In watching 
an experienced clinician conduct a consultation the 
student has much of value to learn. 

Graded responsibility and helpful supervision in the 
undergraduate and early graduate years is more likely to 
produce a good doctor with a clear appreciation of where 
his sphere of responsibility begins and ends. 

Department of Gynzcology, 


Royal Victoria Infirmary, . 
Newcastle upon Tyne. J. K. Russetr. 


Srmr,—Mr. Cohen and his colleagues tell us that 
American medical students work far harder than English 
ones. I am sure that this is correct. However, of the 
incentives there to learn medicine, they omit the vastly 
superior conditions of work after qualifying. Hospitals 
and offices (surgeries) have to be seen to be believed. 
Doetors may be hard worked, but never need rush 
through the numbers of patients expected of them here. 
Financial rewards soon after qualifying are enormous 
compared with those possible here. Doctors are among 
the richest section of the community. So certain 
of this future can students be that they frequently 
borrow large sums to live on while doing courses of 
study—the whole thing being much more of a business 
venture. 

This is not to belittle for one moment their enormous 
enthusiasm for knowledge and real kindly interest in 
human beings. And after all no-one who has seen their 
superb hospitals and the standard of their work could 
say that a more business-like attitude to medicine is 
a bad thing. 

These standards exist because the American patient 
believes in them. The doctors to whom they entrust their 
lives must be of the highest standard—hence the fierce 
competition for entry to medical schools and the tre- 
mendous amount of work done there. Americans see 
no reason why those who pass these rigorous tests should 
not be well rewarded. Equipment must be of the latest 
and best. Apart from being able to choose their doctor, 
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they demand a decent piece of his time. All this costs 
a great deal, but Americans rightly value their health. 

By contrast, here in England public apathy about 
good medical standards leaves the National Health 
Service patient with no choice of physician or surgeon 
in hospital (50% of the time he is not investigated or 
operated on by a consultant, but by doctors not yet 
fully trained in their specialties), a minimum of time to 
talk to any doctor in or out of hospital, antiquated 
hospitals, and a steady loss by emigration of well- 
trained doctors seeking decently paid jobs. 

If the British public want harder work from their 
medical students, and thus better treatment for them- 
selves, let them provide better working conditions for 
future doctors to look forward to. 

RECENT TRAVELLER. 


INFECTION BY POLIOMYELITIS: NARROW 
STREAM OR BROAD STREAM ? 


Srr,—A careful epidemiological study of individual 
cases of poliomyelitis will show that there is often a close 
social relationship with intimate contacts either inside 
the family or within a group. : 

Investigation is complicated by the two schools of 
thought—‘* broad stream” and ‘‘ narrow stream” of 
infection—and the arguments on both sides are strong. 
On the one hand, the virologist can demonstrate the 
presence of virus in man} apparently normal people: on 
the other, the field-worker can show close personal links 
between frank cases, whether the criterion is paralysis or 
not. At present we have a conflict of opinion similar to 
that between the schools of asepsis and antisepsis in the 
last century. 

There is a case for bringing together the two schools. 
The meeting ground seems to be in a study of the amount 
and timing of virus which the potential patient can 
accept without symptoms. This might involve the sug- 
gestion of a cumulative effect, either absolute or in 
terms of the rate of build-up of the dose or doses of 
infection. 

In smallpox vaccination there is the familiar phenom- 
enon of apparent failure of vaccination. When the 
individual is re-vaccinated about four days later there 
is an accelerated and often violent reaction, and in many 
cases the original site, previously considered a failure, 
shows signs of activity. This phenomenon appears to 
be commoner in men vaccinated on a previous occasion 
some years before than in primary vaccination of the 
previously unvaccinated. 

On Saturday, April 13, 1957, seven schoolgirls attended a 
party given by one of the group. This girl insisted on acting 
as hostess although suffering from malaise which preceded by 
one day her removal to hospital as a case of paralytic polio- 
myelitis. During the party the girls played a variant of 
“ bob-apple ’’ in which they picked up in their lips a pencil 
floating in a bow! of water. 

During the subsequent epidemiological follow-up of the 
other six, one girl said to her mother “ Don’t worry, Mummy, 
I shan’t get polio.’’ Asked why, she said “ Four of us picked 
up the pencil, then Christine (the hostess), and then two 
others.’’ The latter two were removed to hospital, one on 
April 16 with paralytic poliomyelitis and one on April 17 with 
polio-encephalitis from which she died. None in front of the 
hostess in the game were affected. All were within a broad 
stream of infection. 


This is an isolated episode. Studies at present under 
way show intimate contacts between many of our frank 
cases. In 1955 there was a similar close social relationship 
between, people visiting other families to watch television. 

It may well be that amateur catering, with low 
standards of personal or food-handling hygiene in regard 
to toilet discipline or the exchange of saliva on badly 
washed glasses or cups, can provide opportunities for 
added doses of virus to take effect. This may explain 
spread among schoolchildren without the formal contacts 
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of the classroom but with opportunities for meeting in 
the playground or in random social activities. Such 
contacts are not personally intimate but permit the 
exchange of whistles and other toys held in the lips, 
mutual swigs at bottles of lemonade, bites at a communal 
apple, and the common use of one piece of chewing-gum. 

When susceptible groups of individuals are saturated 
with virus on the ‘‘ broad-stream” theory it may be 
that supersaturation or heavy coincident overdosage 
produces the linked frank cases which are traceable in 
a ‘‘ narrow-stream ” epidemiological study. 

aes, : ~viaa W. S. ParKER. 


PREVENTION OF MATERNAL DEATHS 


Srr,—Your leader of Aug. 24 refers to the number of 
high-risk cases which are retained at home for delivery. 
The main responsibility for their referral to hospital is 
placed on the domiciliary services. 

Many mothers who are not in the high-risk category 
prefer to have a hospital confinement and present them- 
selves with a doctor’s letter at hospitals very early in 
pregnancy to book a maternity bed. Some obstetricians 
find it very difficult to refuse these mothers in order to 
retain beds for mothers who come later in pregnancy yet 
may be high-risk cases and urgently require a bed on 
social grounds. While the provision of maternity beds 
is made on an estimate of those who need them rather 
than for all who want them, this attitude of hospital 
obstetricians, however understandable, makes the pro- 
vision of coérdinated maternity services difficult to 
achieve and may account in large urban _ areas, at least, 
for a not inconsiderable number of unsuitable cases 
confined at home. 


Public Health Department, 
London County Council, 
London, 8.E.1. 


THE MEDICAL REGISTER 


Srir,—I am instructed by the executive committee of 
the General Medical Council to say that they are concerned 
at the number of medical practitioners who, as further 
explained below, have not replied to letters sent to them 
in recent months under section 41 of the Medical Act of 
1956. Under the Act and the Council’s standing orders, 
these practitioners are rendering themselves liable to 
removal from the Register. 

Section 41 requires the Registrar and the three Branch 
Registrars of the Council to keep the Register correct, to 
erase the names of persons who have died, and to make 
the necessary alterations in the addresses of registered 
persons. For these purposes, it is necessary for the 
Registrars from time to time (roughly at intervals of five 
years) to send to every registered medical practitioner, 
at his address on the Register, a letter inquiring whether 
he has ceased to practise or has changed his address ; 
and if no answer is returned within six months it then 
becomes lawful to erase the name of the practitioner 
from the Register. 

’ In February, 1957, letters were sent for these purposes 
to all fully registered practitioners whose surnames begin 
with the letters from Sm to Z, inclusive, apart from those 
practitioners who (a) first became fully registered on or 
after Jan. 1, 1956, or (b) qualified outside these islands. 
Unfortunately, nearly 2000 practitioners sent no reply to 
these letters. Except in cases where the letter had been 
returned through the dead-letter post, further letters were 
sent by registered post in May to those practitioners from 
whom no reply had been received. With the codperation 
of Messrs. Churchill (The Medical Directory), the British 
Medical Association, the medical defence societies, the 
Ministry of Health, and other bodies, efforts are being 
made to establish communication with the practitioners 
concerned. Nevertheless, as matters stand it will become 
necessary.to remove from the Register in November of 


Dorotuy EGAN. 
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this year the names of upwards of 500 persons. While 
many of these practitioners have no doubt died or gone 
overseas, previous experience suggests that some are 
still in practice and would desire to remain on the 
Register. 

In these circumstances the executive committee appeal 
to any practitioner in the group concerned who has not 
received or has not yet answered such a letter to com- 
municate with the Council as soon as possible. Persons 
in other groups are urged to ensure that the Council are 
always in possession of a registered address which will 
afford a trustworthy means of communication with the 
practitioner. 


General Medical Council, 
44, HaJlam Street, 
London, W.1. 


CARDIAC CATHETERISATION 
Srr,—Since you raise the question of priority for 
cardiac catheterisation (Sept.:7), may I put in a plea for 
the celebrated British physiologist, F. W. Pavy, of Guy’s 
Hospital? In his Lettsomian lectures,’ he states : 


“‘T had been in the habit at first of employing blood 


W. K. Pyxe-Legs 
Registrar. 


* collected from the right ventricle of the heart after death, but 


afterwards procured it from the living ventricle by a process 
so to speak, of cardiac catheterism—an operation that is easily 
performed without leading to any sensible injury to the 
animal. An instrument is used that is specially curved for 
the purpose. It is introduced into the right jugular vein, 
and passed down through the superior cava into the heart.”’ 


The experiments were performed on dogs, in a study 
of carbohydrate metabolism, which may explain why they 
have escaped the notice of cardiac physiologists. The 
earliest mention of this technique that I can find is 
February, 1854,? so that the centenary of cardiac 
catheterisation is at least three years overdue for 
celebration. 

London, 8.E.1. 


THE UNDERGRADUATE STUDENT AND GENERAL 
PRACTICE 

Str,—In your annotation of Aug. 31 you very rightly 
stress the importance of assessing the value of the 
methods used and of ascertaining the views of the 
students. Perhaps the views of former students who 
are now in general practice and can see their whole 
training in perspective would also be of value. 

I believe that the aim should be to give each student 
a firm grounding in the methods of general practice, 
more than can be achieved by sitting in at a few surgeries. 
The progress of médicine, the extension of pathological 
and radiological services to the family doctor, and the 
general rise in living standards have so enlarged the scope 
of general practice that large numbers of patients 
previously sent to hospital are now treated in their own 
homes. The student, therefore, sees in hospital only a 
small fraction of the illness which affects the population 
as a whole. This applies particularly, I think, to the 
illnessses of children and old people which occupy so 
much of a family doctor’s time. 

Part of the skill of a general practitioner lies in his 
ability to pick out from the large numbers going through 
his surgery the comparatively few with serious disease. 
Because hospital patients are such a highly selected group 
I do not think it is possible to teach or learn this skill in 
hospital. 

Some would say that all this can be learned during the 
first years in practice. I believe that standards would be 
higher if the young doctor entering general practice had 
been given during his training some ideas about how to 
cope with his new and completely different environment. 
Unless he has the good fortune to be introduced into a 
practice with high standards, it is all too easy for him 


1. L , 1860, ii, 555. 


A. Paton. 





2. Proc. roy. Soc. B, 1857-59, 9, 300. 


to drift without correction into bad ways, for want of a 
knowledge of anything better. 

The practical difficulties are, of course, considerable. 
If a large number of family doctors are used as tutors how 
can a high standard of teaching be ensured and how are 
they to be selected ? Perhaps the best solution would be 
to use a small panel of family doctors as well as a health 
centre, such as those started already by two universities. 


Stratford-upon-Avon. Ian R. McWuInney. 


CONSULTANT AND SPECIALIST 
Str,—A correspondent wrote in your issue of Sept. 7 : 
“This gives me the opportunity of clearing up one final 
point. No-one disputes that there is a place for a career grade 
lower than consultant in certain narrow and routine hospital 
work outside the main clinical streams—e.g., medical custodial 
work in chronic psychiatric institutions.” 


We know that your correspondent is a distinguished 
doctor, we know that he plays an important part: in 
seeking to guide policies of medical practice in this 
country, and it is for these reasons that he deserves to 
have his remarks isolated and made more conspicuous. 
There should be no such thing as ‘‘ medical custodial 
work” in “‘ chronic psychiatric institutions ” any more 
than there is in general hospitals, where people with 
long-standing medical and surgical conditions are treated, 
and doctors in the position of your correspondent should 
surely try and seek to produce improvements rather than 
to perpetuate what is bad. 


De la Pole Hospital, 


Willerby, East Yorkshire. J. A. R. Bickrorp. 


Sir,—-The young doctor with his basic preregistration 
training, and National Service experience of another two 
years, is faced under the present organisation of the 
N.H.S. with a very difficult decision: if he wishes to 
try the ‘‘ hospital ladder’’ he knows that there is no 
guarantee of success; and when, disappointed and 
frustrated, he decides to give up the unequal struggle 
after holding, perhaps, a senior-house-officer and a 
registrar post, he finds himself some three years older 
and not well placed for entry into general practice. 
His position at that stage is invidioiis, but far less so than 
that of most ‘‘ time-expired ” senior registrars. 

My object in writing this letter is to support the con- 
tention of Another Senior Registrar (Sept. 7) that 
‘* there is a need here for an independent lay committee 
to review hospital staffing.” In his letter in the same 
issue ‘‘ Consultant ’’ mentions but a few of the anomalies 
such a committee could investigate to good purpose. 

We, the middle-grade registrars, are not asking for 
complete security. But we are asking for two things : 
firstly, that our posts should really in practice be training 

; and secondly, that—in view of the very appreci- 
able risk we are taking in trying the ladder at all—we 
should have a reasonable chance of getting to the top. 

At the moment we are not being trained: we are 
cheap labour, often unsupervised, for consultants who 
spend too little time at any one hospital, and have too 
much to do when they are there. And the structure of 
the ‘‘ ladder,’’ and the methods of promotion, are such 
that our chances in the long run are poor. 

To any impartial investigating committee that may 
some time be appointed I would make these suggestions : 
(1) There should be more consultants and less registrars.’ 

(2) Firms should work more as teams, and there should 
be more postgraduate teaching in non-teaching hospitals. 

(3) Registrar posts should, as far as possible, be held on the 
basis of a joint appointment between teaching and peripheral 
hospitals. 

(4) Senior registrar appointments, except in some specialties 
in teaching hospitals, should be abolished. 

This is a plea from a registrar’s point of view—hoping 
that he will never become a time-expired senior registrar 
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—that our hospital staffing be reviewed. I must thank 
you for giving me the hospitality of your columns for 
this plea, and I apologise that I must remain anonymous, 
REGISTRAR. 


THE UNEXAMINED PATIENT 


Sitr,—The letters by “‘ Surgeon ” (Aug. 3) and ‘* Radio- 
logist ’’ (Aug. 17) prompt me to record that a few days 
ago a pathology technician remarked that the house- 
doctors were filling in request forms for laboratory 
investigation before they examined the patients. The 
time-honoured axiom of medicine—take a complete 
history and make a complete physical examination—has 
today an addendum: then and then only, order all 


investigations that may be helpful. 
PATHOLOGIST. 


A FATAL CASE OF CHICKENPOX 


Srr,—Dr. McLachlan (Sept. 7) describes a fatal case of 
chickenpox. As part of the treatment the patient 
received injection of suprarenal cortex (‘ Eucortone ’). 
Recently attention has been drawn to the possible danger 
of cortisone in chickenpox. Eley ' has collected 12 fatal 
cases of this disease in children receiving cortisone. His 
own two cases were characterised by a state of shock, and 
at necropsy hemorrhagic vesicles were found throughout 
ell viscera. Even small doses seem to predispose to 
an unusually severe form of the disease. The question 
arises whether it is advisable to give steroid therapy to 
such a case as Dr. McLachlan describes, or whether it 
may do more harm than good. 


Postgraduate Medical School,  wicuaEL T. HARRISON. 


London, W.1 


TREATMENT OF MIGRAINE 

Str,—In his letter of Aug. 17 Dr. Ambrose attacks 
me for stating (Aug. 3) that migraine is a ‘‘ definite 
organic complaint,” and he insists that it is a ‘‘ psycho- 
somatic reaction.” 

Sufficient proof that migraine is an organic entity is 
given by the following facts (though there are many 
others to support such a view) : 

(1) Periodic headache often starts at puberty, more rarely 
at the climacteric. At the menopause attacks of migraine 
may lessen; but often they become more severe and more 
frequent. The same may apply after a hysterectomy. At 
both these decades and after the operation there is an altera- 
tion of hormonal secretion and endocrine balance. 

(2) Periodic headache is rare during the last 6 months of 
pregnancy, when there is a great increase in the level of the 
blood chorionic-gonadotrophin. The urinary excretion rate 
rises from a non-pregnancy level of 5-30 i.u. per 24 hours to 
an average of 10,000—15,000 i.u. per 24 hours from the 90th to 
the 280th days of pregnancy.* After birth the level suddenly 
drops and a migraine may follow within 24 hours, and, in 99% 
of cases, the periodic headache returns in a matter of weeks, 

(3) Migraine may start after or be exacerbated by preg- 
nancy, though not necessarily the first one, perhaps by the 
production of an allergen or by a change of hormonal balance. 

(4) ‘In the female attacks are often related to the menstrual 
period and a milder form may appear at ovulation time. 

(5) The administration of chorionic gonadotrophin will 
often prevent the attacks, though treatment may have to be 
kept up for years in the smallest effective quantity every 
3 days.* 

An illusion exists that migraine is ‘‘ psychosomatic ” 
in origin. Admittedly there may be a ‘‘ trigger factor ”’ 
from the psyche at times, but I have no doubt that its 
true cause is an organic one. 

By the time a patient arrives at the migraine clinic at 
Putney Health Centre he or she has often had a course of 
psychological medicine and may even be referred to the 
clinic by a psychiatrist. We manage to help over 80% 

Eley, R.C. In Current Therapy. Philadelphia, 1957. 


1. 
2. Rakoff, A. V. Med. Clin. N. Amer. 1942, 26, 1915. 
3. Wood, J. Personal communication. 





by purely organic and not suggestive methods—again 
pointing to an organic basis. Migraine must be attacked 
from this organic angle if there is to be any hope of 
permanent relief. 


The Migraine Clinic, 


London, S8.W.15. Nevit LEYTON. 


THE WOLFENDEN REPORT 

Sir,—I have just read the Wolfenden report and I 
should like to make four criticisms. 

(1) The chief recommendation (which reverses a prin- 
ciple of law which has been operative in this country for a 
continuous period of not less than 400 years) that homo- 
sexual behaviour between consenting adults in private 
should no longer be a criminal offence—is supported by 
an argument which, the report says, ‘‘ we believe to be 
decisive, namely the importance which society and the 
law ought to give to individual freedom of choice and 
action in matters of private morality. Unless a deliberate 
attempt is to be made by society, acting through the 
agency of the law, to equate the sphere of crime with 
that of sin, there must remain a realm of private morality 
and immorality which is, in brief and crude terms, not 
the law’s business.’’ That is pretty woolly writing for a 
decisive reason and could be exemplified by saying that 
if A, aged 21, stole the fountain pen of B, aged 50, 
that is a matter for the law, but if B uses his wealth, 
position, strong personality, hospitality, and drinks to 
introduce A and other letters of the alphabet, all aged 
21, to homosexual activities, then that is mere morals. 
One thing is clear: if this recommendation had been 
implemented some years ago, there would now be 
flourishing homosexual communities in two parts of 
the country where the police recently rounded up 
homosexual rings, consisting of some fifty individuals 
in all. Also, if Parliament in its unwisdom implements 
this recommendation the homosexual club or coterie, 
often centring round some rich or influential man, 
will be an unassailable feature of our large cities, and, 
possibly, of some country houses. 

(2) As far as I can calculate about a hundred psychs 
(-ologists, -iatrists, -oanalysts, &c.) gave oral or written 
evidence in favour of this recommendation (the Portman 
Clinic alone supplied the views of 34), and all this forms 
the greater part of what is called in the report ‘‘ medical 
evidence.” I am certain that most general practitioners, 
of whom I am one, would disagree with them and would 
much prefer the dissident report of Mr. Adair, which 
exhibits a far greater sense of responsibility for the 
young. In the réle of law-makers or arbiters of morals 
many of these psychiatrists are not convincing ; indeed, 
there seems to be some disability which is acquired by 
working at the coal-face of psychiatry which unfits them 
for practical affairs. Mr. Adair draws attention to this 
(p. 118; 5,6, and 7) in much more polite language than I 
should like to use. 

(3) The committee seems to have had the haziest idea 
of the natural history of homosexuality. For instance, 
they do not seem to have realised that there is little 
animosity against other forms of perversion, such as 
necrophilism or bestiality, because these practices are not 
likely to appeal to many; the instinctive antagonism 
against the homosexual is because he has all the natural, 
necessary, and functional affections of male for male to 
prey upon and debase and therefore the habit is likely to 
spread. 

(4) Appendix m1 refers to homosexual offences in 
European countries. Why European countries only ? 
Not a word about the Dominions and the U.S.A., whose 
laws in this respect are similar to ours and with whom our 
affinities are much closer. Was this omission purposeful, 
to give the impression that we are alone in making homo- 
sexuality between consenting adults in private a crime ? 
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I can think of nothing more liable to alienate us from 

our overseas relatives and friends than this proposed 

toleration of vice. 
Beckley, Rye, Sussex. 


A NEW DISEASE? 

Sir,—Dr. Irvine (Aug. 17), in correcting Harry Hawke’s 
slight slip of Syphilis for Syphilus (Aug. 10), has himself 
introduced a multitude of errors. Not content with 
getting the name of the author wrong, as pointed out by 
Dr. Thomas (Aug. 24), he quotes four lines from 
Fracastoro’s poem and makes five mistakes. We all 
spend years of our lives learning Latin for a reason I 
forget ; remembering snatches, some of your readers may 
have tried to translate Dr. Irvine’s lines. His first one, 
which happens to be the last third of a sentence and 
should have a full stop at the end, starts with the name 
of the shepherd Syphilus and that offers no linguistic 
difficulty ; but the second word (estendit) may have sent 
would-be translators scurrying to their sons’ Lewis and 
Shorts only to find that it does not exist. And the first 
word of the last line, which gives the name of the disease, 
cannot be Syphilidenque. Perhaps it is more helpful 
to give Fracastoro’s polished Latin hexameters in rough 
English ones : 


F ore a@ new disease arose in that profligate country. 
Syphilus suffered it first for bd he had ee built altars 
To. worship the king in the mountains with offerings bloody and 


sacred. 
He developed foul sores on his body ; he slept not at night for his 


gee with sharp pains. So the natives (the contagion then 
reading am amongst them 
“ Syphilis * called the discase to recall the first sufferer from it. 


Despite Harry Hawke, there can be no reasonable doubt 
that this disease was brought by Columbus’s men on 
board the Santa. Maria from Haiti to Barcelona in 1493, 
and it therefore constitutes the first gift from America 
to the Western world and thence quite quickly to India. 
Thomas Cobbleigh could remind him that, in the sum- 
mary of Sir Charles Sherrington, ‘‘ The whole story hangs 
together ’’ ; the only serious dissenting voice was a certain 
John Widman who, in a book published in 1501, stated 
that ‘‘the malum franciae from as long ago as 1457 
onward to the present year of 1500 had spread from 
district to district with terrible results.” But Widman 
was physician to the Baths at Wildbad, and balneologists 
are usually a little fanciful. 

Oxford. ; H. M. Srncrarr. 


C. G. Learorp. 


HIGH-PRESSURE-OXYGEN AND RADIOTHERAPY 


Srr,—Dr. Sanger makes some telling points in his letter 
of Aug. 24. His suggestion—so to alter cellular meta- 
bolism that less oxygen is consumed, thereby directly 
influencing tissue-oxygenation of tumour cells in the 
body—is ingenious. 

My reason for recommending an intra-arterial blood- 
transfusion above the site of a neoplasm was to avoid the 
necessity of increasing the level of oxygen-tension of the 
total blood-volume, which would need to be uniformly 
raised (assuming that this is the manner in which the 
increased oxygen acts), but rather to bring the oxygen to 
bear, by way of the red cells, at the site where it is pre- 
sumed to be deficient. The failure of the experiments of 
Auler et al.,1 mentioned by Dr. Sanger, to improve 
cancer patients by increasing oxygen tension without the 
accompanying. use of X rays, may well be for this reason. 

In suggesting an intra-arterial blood-transfusion, I was 
trying to correlate the apparent freedom from primary 
neoplastic change of blood-containing organs, such as the 
heart and non-cirrhotic liver, with the finding that tumour- 
cell culture is inhibited by aerobic conditions, If the presence 
of oxygen is the common factor in the two phenomena, its 
inhibiting effect can be supplied, by means of the blood- 
transfusion, at the site where presumably the enigmatic change 


1. Auler, H. H., Herzogenrath, H., Wolff, B. Z. Krebsforsch. 
1929, 28, 466. 


arises (in tissue-metabolism) that leads first to suboxy; jon, 
and then to that indiscriminate multiplication of cells which 
constitutes neoplasia. It is always possible to argue that such 
suboxygenation is not the starting-point of uncontrolled cell- 
division, but merely the reason why tumour cells, having 
outgrown their oxygen-supply because of proliferation through 
a metabolic derangement whose nature we do not understand, 
are now insensitive to X rays. 

That is the crux of the matter, which on a theoretical 
level can be argued either way. But it seemed to me that 
the idea could be put to the test fairly simply and with 
little risk to the patient, by intra-arterial transfusion 
above the site of a skin tumour, such as an intra epithelial 
or squamous carcinoma, with and without accompanying 
X rays. 

London, N.W.3. 


MEDICAL HISTORY: PROFESSION OR PASTIME ? 
Srr,—In his praiseworthy effort to promote the study 
of medical history in Britain (Aug. 31) Dr. Agnew has 
overlooked the fact that there is in London one of the 
finest centres for this study. I refer to the Wellcome 
Historical Medical Museum and Library of which the 
director, Dr. Ashworth Underwood, has, incidentally, 
every claim to the title of a professional medical historian. 
The museum and library are maintained by the Wellcome 
Foundation Ltd. and are included among its assets. 

The collections of the museum are unequalled in any 
other institution in the world and it is unlikely that they 
could ever be approached in the future. Ranging as they 
do from prehistoric times to the 20th century, they 
provide a wealth of original’ material for research in all 
branches of the history of medicine. The collection of 
microscopes, for example, numbers over a thousand and 
medical and surgical instruments are available in a wealth 
of varieties. It is also a fact that the collections contain 
many important exhibits, by any standard, judged as 
works of art. Reference may be made to the important 
collection of classical statues which are dealt with in the 
standard works on that subject. 

As with most museums, there is insufficient space in 
the Wellcome building for the display at the same time 
of more than a minute fraction of all its material but it 
is available for study. Dr. Agnew refeys to the ‘‘ Wellcome 
exhibition of Harveiana ”’ but may not be aware of other 
special exhibitions dealing with individuals or subjects 
of which two or three are always open to medical his- 
torians, students, and the general public. Full descrip- 
tive catalogues of some of these have been published by 
the Oxford University Press in the Publications of 
the Museum. 

Dr. Agnew also states that ‘* the professional medical 
historian can also help enormously in building up an 
efficient library of books and manuscripts.” The Well- 
come Historical Medical Library, associated with the 
museum, is already the largest of its kind in the world 
and whatever funds were available its collections could 
not be duplicated today. Its books and manuscripts are 
treated ‘‘ not as mere oddities of the past to be gazed 
at apathetically through the glass of locked cabinets,” 
but as the primary sources of medical history which are 
available freely to scholars from every part of the world. 
The professional medical historians in other countries 
mentioned by Dr. Agnew are fully aware of this and make 
good use of their opportunities, as also do the ‘‘ amateur 
medical historians’’ of our own country. Practically 
every book or paper on the subject published in Britain 
during the past ten years (and many published abroad) 
has acknowledged the help given by this library. Its 
published quarterly bibliography of Ourrent Work in the 
History of Medicine is distributed to no less than 
52 countries. 

For a fuller discussion of some of the points raised by 
Dr. Agnew, your readers might refer to the Garrison 
memorial lecture entitled Medicine and the Historian, 


“I. TarGowsky. 
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which was delivered by Dr. F. N. L. Poynter; librarian 
of the Wellcome Library, at the annual conference of 
the American Association for the History of Medicine. 


The Wellcome 
Foundation, Ltd. M. W. PERRIN 
London, N.W.1. Chairman. 


SEDATION WITHOUT SIDE-EFFECTS 


Smr,—Dr. Duncan Shiers (July 27) says that ‘‘ there 
is no satisfactory means of alleviating the tiresome and 
wearing psychic and somatic manifestations’’ of the 
minor psychoneuroses and tension states. This does 
not conform to my own experience. Firstly, with regard 
to psychotherapy, the utilisatioa of the hypnotic state 
is of great value in bringing about a release of tension ; 
secondly, there are obtainable suitable sedatives which 
calm the patient’s mind without, at the same time, giving 
rise to undesirable side-effects. 

A sedative which I find particularly useful is a com- 
bination (e.g.,‘ Sedaltine ’) of the very well-tolerated open- 
chain ureide type of sedatives, such as bromvaletone 
and carbromal, and small doses of rauwolfia and meph- 
enesin. In the treatment of the tension states to which 
Dr. Shiers refers this preparation may be used with 
good results, either alone or in combination with 
psychotherapy. 


London, E.18. 


METALLIC CORROSION IN ORTHOPZDIC 
SURGERY 


Smr,—Dr. Finn Askevold and Mr. Rolf Askevold 
(July 27) give the results of a study of the chemical 
analyses and electrode-potentials of a ‘ Vitallium ’ plate 
and the vitallium screws which were used with it in an 
unsuccessful plating in 1950. The electrode potential for 
the plate (145 mV) was found to be within the range 
obtained for the screw-heads (130 to 155 mV). The range 
for the screw-points was found to be 90 to 110 mV. The 
iron content of the plate was found to be 1-3%, that of 
the screw-heads and screw-points 10%. The conclusion 
of the writers—that the variation iu electrode potential, 
and thereby electrolytic corrosion, is produced by differ- 
ences in iron content— is contradicted by their own data. 

It is the screw-point and the screw-head with the identical 
iron-content which indicated the difference in electrode 
potential recorded, while the plate, with a higher iron content, 
has a potential which falls in the midst of the screw-head 
values. As the vitallium screw is a one-piece casting and is 
chemically and structurally the same throughout, we would 
not expect to find a potential difference between any two of 
its areas. To our knowledge, no in-vitro corrosion test method 
has been developed, as yet, from which firm conclusions can 
be drawn on the performance of metals to be used internally. 
At present, the only meaningful evaluation of such metals seems 
to be limited to clinical in-vivo studies, 

The iron in vitallium is introduced as a normal impurity 
by the cobalt metal ingredient. As higher-purity cobalt has 
become available, the iron content has been reduced till it is 
now only 0-35%. The values of 1-0 and 1-3% iron cited would 
indicate that the parts were produced during the late war or 
earlier. 

In our opinion, there would be no measurable effect on the 
electrolytic potential and no practical effect on human tissues 
due to the iron content of vitallium nor to the differential 
amount of iron reported. 


Your correspondents do not report physical corrosion 
of the vitallium plate or screws ; nor is there indication 
or proof from the data presented that an electrolytic 
reaction occurred in vivo. It is known that there are 
many possible reasons for the loosening of screws following 
fixation. Further substantiation of the conclusions 
reached seems indicated. 

oe. Product Research and 


eV ustenal, I op 
= "New r York. _ Watrace I. TERHUNE. 


1. Bull. Hist. Med. 1956, 30, 420. 
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ANTIMITOTIC ACTION OF TOLBUTAMIDE 


Srr,—During the course of experiments on the effects 
of high doses (1-2 g. per kg.) of hypoglycemic sul- 
phonylurea compounds on the islets of Langerhans of the 
rat, a blockage of mitosis in metaphase was observed, at 
the bottom of the glands of Lieberkiihn. A study was 
started of the antimitotic effect of these drugs on suitable 
biological systems. We have assayed one of these drugs 
for antimitotic effect on growing roots of Alliwm cepa 
and Vicia faba, using the method of Levan.’-* 

There are many reports in the literature on the action of 
the conventional antibacterial sulphonamides on cellular 
division. An antimitotic effect was found on cultured fibro- 
blasts,* on plant meristems,*—’ and on sea-urchin eggs.*-"* In 
addition, inhibitory effects of antibacterial sulphonamides in 
the reproduction of protozoa ™ }° and in the growth of cultures 
of various tissues of chick embryo '* have been reported. 

Tolbutamide (the sodium salt of N-butyl-N-toluene-p- 
sulphonylurea) was used in concentrations of 0-037 M, 
0-0185 M, 0-01 
M, 0-0075 M, 
and 0-001 M. 
The effect of 
these concen- 
trations was 
studied on 
roots of A. 
cepa and V. 
faba growing 
in tap water. 
In V. faba, 
only the lower 
concentrations 
were used. The . silicic’ 
gross effects of Fig. I. 
the treatment 
were observed, and in some cases the bulbs and seedlings were 
placed again in water. The microscopic study was carried 


out using a modification 1° of the Feulgen-squash method.'* 
Controls, taken 


from roots of 
the same mat- 
erial, were not 
treated; they 
grew in tap 
water for the 
same period of 
time as the ex- 
imental. 

With the 
higher concen- 
trations (0-037 
M and 0-0185 
M) growth of 
the root ceased 
completely after 
12-24 hours. 
The meristem 
cells that were 
re Bee PED, in mitosis 
Fig. 2. showed sticki- 
ness of the 
chromosomes, which formed a central mass. The interphasic 
nuclei showed a striking alteration, consisting in the disap- 
pre of the fine granular aspect of chromatin, and tended 
become homogeneous. There were also expulsion of 


Levan, A. Cold Spr. Harb. Symp. quant. Biol. 1951, 16, 223. 

. Levan, A. Hereditas, Lund. 1949, suppl. 35, p. 325. 

Cotengren, G. Ibid, i950, 36, 371. 

Cornman, I. suewed ‘on Mitotic Poisons. 1. Aromatic Compounds. 
New York 
Kigsti od. Omer. J. Bot. 1940, 27, 15. 

Rigsti, 8: J. Genetics, 1942, 27, 

Stoll, R. C.R. a ie del 1945, 137, 170. 








Acad. Sci., Paris, 1942, 214, 90. 
G ‘oc. Biol. Paris, 1943, 137, 38. 
. Lwoft a: Nitti, Fr Fipotousl, J.,Hamon,V. Ann. Inst. Pasteur, 


1941 
. Pé th Fichsen, M. L., Benoist, D. C.R. Soc. Biol. Paris, 


1944, 138, 138. 
har’ f F., Medawar, P. B., Willmer, E.N. Brit. med. J. 1941, 


Saez, F. A. Fw e Invest. 1950, 6, 281. 
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Youlaus- -positive granules into the eniiiaiads indi ‘inilece 
disintegration. These changes, obtained with highly con- 
centrated solutions, could correspond to the so-called “‘ lethal 
zone ’’ of antimitotics.* 

The roots treated with 0-0075 M solution for 4-6 hours 
showed similar changes to those characteristic of c-mitosis. 
In these series a blockage of mitosis in metaphase with 
chromosomic contraction and a delay in the division of the 
centromere were observed. “When the chromatids appeared 
to be arranged parallel to each other, the chromosome 
assumed a “ ski ’’ configuration (fig. 1). With further separa- 
tion of chromatids, they showed an x-shape (fig. 2). A dis- 
persion of chromosomes in abortive anaphase could also be 
found. These effects might be included in the “ narcotic 
zone ’’ of antimitotics described by Levan.* 

With 4 hours’ treatment at lower concentrations (0-001 M) 
the action was less characteristic : some cells showed nuclear 
pyknosis and a diminution of the number of mitoses was 
observed. The roots treated with this solution for 22 hours 
showed no mitosis at all. 


From these preliminary results it seems that this drug - 


has an antimitotic effect with production of c-mitosis. 
As the hypoglycemic sulphonylurea compounds have 
been used in long-term medical treatment of human 


, diabetes, we think that the possible noxious effects of 


these drugs on cellular growth and reproduction should 
be considered seriously. Further investigations are in 
progress in different plant and animal tissues: 

We are indebted to Prof. E. D. P. De Robertis and Prof. 
F. A. Saez for the valuable advice given during this work and 
to Prof. B, A. Houssay for the supply of the drug. 

Instituto de Anatomia General 
y Embriologia 
Facultad de Ciencias Medicas 
Buenos Aires. 
APPLICATIONS FOR CONSULTANT 
APPOINTMENTS 

Srr,—I should like to appeal, through your columns, 
to certain regional hospital boards and boards of governors 
of teaching hospitals to show a little more courtesy when 
dealing with our applications for consultant appoint- 
ments. Three consecutive recent experiences will 
illustrate my point. 

In each instance the post advertised was a new 
appointment, either whole-time or maximum part-time, 
made jointly by the regional hospital board and the 
teaching hospital. The appointment was in one of the 
more specialised branches of surgery, and it was therefore 
unlikely that the total number of applicants would 
exceed twelve. Thus, the boards concerned cannot 
argue that they were swamped with applications and 
therefore could not deal with them promptly. In each 
case 16 copies of the application were required and in 
each case these were sent by registered post ten days 
before the closing-date for applications. 

The first hospital acknowledged the application by return 
post. Within fourteen days the interview was held and the 
appointment made, and the short-listed candidates were paid 
their expenses within two days. 

The second hospital did not acknowledge receipt of the 
applications until a second letter was sent ten days later. The 
interview was not held until ten weeks after the closing date, 
and expenses for the short-listed candidates were not son 
until five weeks later, even though the expenses claim had 
handed in at the time of the interview. 

The third hospital did not acknowledge receipt of the 16 
copies of the application till ten days after the closing date, in a 
letter which informed the candidate that he would be written 
to again “‘ in due course.’’ Ten weeks have now elapsed since 
the candidates were interviewed and the appointment made, 
but no further communication has yet been received from the 
hospital administrator concerned. 

In view of the widespread belief that doctors are very 
unbusinesslike in dealing with their correspondence, it 
is a pleasure to record that the teaching-hospital adminis- 
trator in the first example mentioned above was medically 
qualified, whereas the other two were not. 

SENIOR REGISTRAR. 


Herscu M. GERSCHENFELD. 
ALBERTO J. SOLARI. 
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RADIOACTIVE VITAMIN B,, IN THE DIAGNOSIS 
OF NEUROLOGICAL DISORDERS 

Srr,—Dr. Liversedge and his colleagues,! in discussing 
the isotope methods for the measurement of the absorp- 
tion of vitamin B,, assign authorship of the fecal excretion 
method to Halsted, and refer to his paper of 1956 in the 
American Journal of Medicine. In fact the method was 
introduced by Heinle and his associates, and their paper 
was published in 1952.2, The method of measurement of 
hepatic uptake of *°Co-labelled vitamin B,, seems to be 
attributed to Arias et al., whereas, in fact, Arias measured 
the hepatic deposition by the technique of Glass and his 
associates—a method published a year previously * 
and one to which Dr. Arias refers in his paper.* 

To establish that the technique of measurement of 
urinary excretion of radioactive vitamin B,, selected 
by them is the most reliable and suitable for investigation, 
Dr. Liversedge and his colleagues take the trouble to 
show that other techniques available for this purpose 
are inferior to it. In doing so, they advance their own 
opinion about the other methods without substantiating 
it, either with their own data or with that of other 
investigators. 

The Schilling urinary method used by Dr. Liversedge 
and his colleagues has its drawbacks as well : 

(a) An unrecognised loss of urinary specimens may suggest 
an absorption-defect in a normal person.° 

(6) Coexistent impairment of renal function would falsify 
the results.® 

(c) The massive injection of vitamin B,,. decreases intestinal 
absorption of B,,,7 changes the metabolic and clinical status 
of patients by initiating maximal hematopoietic response, 
raises the serum-B,, level, and precludes further laboratory 
study.*” 

Nevertheless, the method is very useful for special 


urposes. 
. The data in the literature indicate that the three other 
methods, so sharply criticised by Dr. Liversedge and his 
colleagues, have been used with evident success for the 
purposes for which they were developed. Each has, it 
is true, its shortcomings as well as its advantages, but 
none of them can be summarily dismissed. 

The test of fecal excretion of f 8000. labelled vitamin 
B,,, though certainly time-consuming, laborious, exacting, 
and esthetically unappealing, has been used as the most 
reliable gauge for the quantitation of intestinal B,, 
absorption by many investigators, with satisfactory 
results.*—"4 

The measurement of hepatic uptake of *°Co-labelled 
vitamin B,, has, since its publication, been tested by 
many groups of investigators, who have found it very 
suitable for routine clinical investigations.‘ 514-17 Its 
main advantage is that it does not require any collection 
of ‘Specimens, thus making it independent of the patient’s 





1. - Berlyne, G. M., Liversedge, L. A., Emery, E. w. Lancet, 1957, 

Heinle, % W., Welch, A. D., Scharf, » Meacham, C., 

Prusoff H. Trans. Ass. Amer. Phvens, 1952, 65, bis 

Glass, @ ‘. Su Geilin, G. , Stephanson, L. 
hem. Biophys, tose” 5i, 25 

= tia Apt, L , Pollycove, M. New Engl. J. Med. 1955, 


2. 
3. 

4. 

5. Pollycove, M., Apt, L. Ibid, 1956, 255, 207., 
6. Rat 4G; B McCurdy, P. 'R., Duffy, B. J. jun. Ibid, 1957, 
7. Callender, S. T., Evans, J. R. Clin. Sci. 1955, 14, 295. 

8. Glass, G. B. J., Boyd, L. J- Ann. Med. (in the press). 

9 . Turnbull, A.. Wakisaka, G. Brit. med. J. 
0 
1 


. Calle .. Evans, J. R. Clin. Sci. 1955, 14, 387. 
: Baker, S. J., Mollin, D. L. Brit. J. Hamat. 1955, i, 46. 

2: Halsted, J. A., Lewis, P. M., Hvolboll, E. E., Gasster, M., 
Swendseid, M. B. J. Lab. clin. Med. 1956, 48, 92. 

13. Krevans, J. R., Gonley G. L., Sachs, M. V. J. chron. Dis. 1956, 


14 Booth C. Co, Moulin, D pe J - Hamat. 1956, 2, 223. 


1 
1 
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15. Bull, F. E., ll, tb. , Owen, C. A. jun. Med. Clin. 
N. Amer. nse 4 
16. on H. C.’ Vitamin B,, und Intrinsic Factor. Stuttgart, 
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17. Jehasen P. C., Bird, R. M., Hughes, W. L. American Medical 

fagoess tion, 106th ‘annual meeting, New York, June 3-7, 
57. 





546 THE LANCET] 


LETTERS TO THE EDITOR 





[sepr. 14, 1957 








codperation and avoiding « errors due to the inadvertent 
discarding of urine or stool specimens. More recently, this 
test has been simplified, and shortened to 48 hours," 
by the administration of cathartic and enema so that 
in its time-requirements it matches the urinary-exeretion 
test. 

The blood-radioactivity test 41° has also definite 
merits. It is very rapid and works well with much smaller 
doses of radioactive B,, than those cited in their dis- 
cussion by Dr. Liversedge and his colleagues. 

This comment is not intended to detract from the 
clinical importance of the observations of Dr. Liversedge 
and his group, nor can it lessen in any way the value 
of their contribution to the management of uncertain 
cases of subacute degeneration of the spinal cord. 

New York Medical Galieae, 

New York, N.Y., U.S 
RELATIONS BETWEEN NORMAL OR 
TUBERCULOUS SERA AND MACROMOLECULAR 
TUBERCULOUS CARBOHYDRATES 


Srr,—It has been shown that if suitable amounts of 
normal red blood-cells or rabbit serum are added to the 
soluble antigens of Mycobacterium tuberculosis, the hzemo- 
sensitising (H.S.) activity of the latter is entirely abolished, 
whereas the ability of the antigens to neutralise homo- 
logue antibodies remains practically unchanged.2°*2 A 
method was devised which permits the estimation of 
small quantities of such antigens, in the presence of body- 
fluids.*1 It was thus possible to establish some new com- 
petitive interrelations between red cells, normal or 
tuberculous sera, and tuberculous antigens. This letter 
records some preliminary observations. 

Normal sera from several animal species have been investi- 
gated for their power of inhibiting the H.s.-capacity of the 
* diffusible '’ carbohydrate (pD.c.u.) of M. tuberculosis H37Rv.” 
The test was performed by allowing serial dilutions of normal 
serum specimens ** to act on a standard amount of D.c.H. for 
15 minutes at 50°C, then incubating each mixture with a 
convenient amount of washed sheep’s red cells, and finally 
titrating the red-cell agglutinability against “ anti-tubercu- 
lous *’ rabbit serum.* The end-point, containing the highest 
dilution of serum required to inhibit 4 hzmosensitising 
doses (H.8.D.) of D.c.H., is taken as the last tube giving no 
hemagglutination.*° 

There were significant differences between the inhibi- 
tory effects of various tested sera (see table). Sheep and 
horse sera were respectively 42 and 60 times more active 
than guineapig serum. The inhibitory titres were found 
to be constant among animals of the same species. 


GEorGE B. Jerzy Guass. 
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technique described.** The data obtained with heated and 
erude sera are graphically recorded in the figure, the results 
being expressed as the maximal quantity of p.c.H. inhibited by 
0-5 ml. of each tested sample. 


Thus, heating of sera results in partial loss of inhibitory 
power. By comparing the inhibitory levels in both heated 
and crude sera, it may be seen that those sera which 
initially have less inhibitory power are more affected than 
those with more inhibitory power. This would suggest 
that two factors are involved in the inhibitory effects of 
crude sera—one thermostable and one thermolabile. The 
former prevails in highly active sera, the latter in those 
with lower activity. Beef-serum inhibitor is wholly 
thermostable. 

In another experiment, serum specimens from human 
patients with advanced pulmonary tuberculosis were tested 
for H.8,-inhibitory effect. For this purpose, tests *? were made 
as above, the inhibitory power of sera being expressed as 
maximal quantity of D.c.H. inhibited by 0-5 ml. of crude serum. 
All tuberculous sera tested showed a significantly lowered 
inhibitory titre than control normal human sera (see figure). 
The results were more striking if serum specimens were previ- 
ously diluted 1/5-1/10 with saline; in these circumstances 
the ee titres of tuberculous sera dropped to a tenth of 
normai, 


I conclude that there is evidence that a non-specific 
humoral factor (which precludes combination between 





26. It consists briefly in incubating for 15 min. at 50°C the contents 
of each — with washed ox red = te to detect any re 


ist antituberculous rabbit serum. The last tube 
whose sample of red cells gives no hemagglutination contains 
the a quantity of D.c.H. inhibited by 0-5 ml. of tested 


samp) 

91: Ae results ts are alwa: s obtained if all titrations are made 
with the same “‘ system ” on the same day. Variations in titre 
or avidity of the antituberculous test sera are sufficient to 
affect the accuracy of determinations. 





A more striking difference between inhibitory 
effects of normal sera can be obtained by heat- 
ing. Samples of crude sera were heated in 
the water-bath at 100°C. After heavy coagula- 
tion, the exuded fluids gathered by pressure 
were titrated for u.s.-inhibitory effect. Tests 
were performed to estimate the greatest amount 
of p.c.H. which exuded fluids could inhibit. 
Equal volumes were set up of suitable amounts 
of p.c.H. with a constant amount of the 
exuded fluids; all mixtures were then incu- 
bated for 15 minutes at 50°C and the residual 
H.S.-activity titrated by means of the “system”’ 
red cells+antituberculous rabbit-serum, by ths 


18. Glass, G. B. J. Int. "> ee 1956. 

19. Doscherholmen, A., Hagen, P. J. clin. Invest. 
1956, 35, 699. 

20. Ionescu-Mihdesti, C.," Damboviceanu, A., Wisner, 
B., Gancevici, G. Stud. Cercet. Inframicrobiol. 
Bucur. 1951, 2, 245. 

21. Gomis G., Damboviceanu, A. Ibid, 1956, 
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22. Ionescu-Mibdesti. C., Damboviceanu, A., Soru, E., 
Gancevici, G., Oprens u, C. sboid, 1955, 6, 143. 

23. Heated for 30 min. at 56°C and absorbed as 
necessary with sheep’s red cells. 

24. Obtained from rabbits which had been given 
intravenous injections of horse red cells coated 
with p.c.n. of M. tuberculosis H37 Ry.** 

25. Gancevici, G., Damboviceanu, A. (In the press.) 
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macromolecular tuberculous carbohydrate and red blood- 
cells) is present in various amounts in normal sera of 
several animal species. It was found to decrease signi- 
ficantly in sera of human patients with advanced pul- 
monary tuberculosis. 
Cantacuzino Institute, 

Bucarest, Rumania. ¢ 
INADEQUACY OF GENERAL ANASTHESIA FOR 

ABDOMINAL OPERATIONS 


Srr,—I hope I shall remain an old friend of Dr. Loder 
if I suggest that a simpler and safer solution of his problem 
(Sept. 7) is to provide an adequate depth of anzsthesia. 

Modern relaxant drugs have enabled good operating 
conditions to be combined with light narcosis, thus 
avoiding depression of the patient’s protective reflexes. 
But there is a temptation to carry the technique too far 
by maintaining too light a plane of anesthesia, and this 


G. GANCEVICI. 


is extremely easy when total muscular paralysis has been ~ 


produced. Carried to extremes, this anesthetic *‘ brink- 
manship ” may result in the sort of alarming experience 
described by Winterbottom.! But even if the patient is 
not actually conscious at some stage of the operation, he 
may very well suffer from the effects of operative trauma 
if proper analgesic cover is not provided. From Dr. 
Loder’s account it appears that, despite very modest 
quantities of pethidine and thiopentone for induction, no 
supplementary doses of these drugs were given later, 
though some of the operations presumably lasted over 
an hour. 

Regional analgesia is not without its own peculiar 
hazards. Many would consider them greater than those 
of general anesthesia. To combine the two methods for 
an abdominal operation merely doubles the risk to the 
patient. 


West Middlesex Hospital, 
Isleworth, Middlesex. 


BEHCET’S SYNDROME 


Srr,—In view of the three reports on this syndrome 
and disease in your issue of Aug. 24, this may be a good 
time to point out that this eminent Turkish dermato- 
logist’s name is properly to .be pronounced Béh-chétt 
(ch as in chest). 

Didsbury, Manchester, 20. 


NUTRITIONAL RETROBULBAR NEURITIS: 
A TOXIC OR A DEFICIENCY DISEASE? 


Smr,—From time to time the question arises as to 
whether nutritional retrobulbar neuritis,? with its less 
common accompaniments of 8th nerve deafness and 
ataxia, has a toxic cause or is purely a deficiency disease. 
I believe that there is one simple answer to this. 


In 1937, in Nigeria, I was asked to visit a very isolated 
boarding-school for boys and girls. Its only approach was 
by water: all the food was brought to the school by canoe. 

I found all the girls severely affected with ariboflavinosis 
(which then we termed “ pellagrous’’ or “ pellagra-like ”’). 
12% had nutritional retrobulbar neuritis of varying degree, 
sometimes severe. In complete contrast the boys were all 
in excellent condition, with shiny skins so indicative of 
African good health. When I asked about the food, it was 
insisted it was exactly the same for both sexes. . 

But next day, my very nice host asked me if I would like 
to see the copra plantation. I happened to note there the 
remains of small fires underneath the trees, and I was told 
that they were where the boys cooked land-crabs (which 
swarmed on the beach) and the very large white grubs 
found on the stems of the coconut tree. 

None of the girls were ever allowed to wander away from 
the school and their discipline was absolute. Exercise was 
taken by “‘ crocodile walks ’’ along the sea-shore. 


Had this condition had a toxic food cause, it must 
have affected boys as well as girls, for in all respects, 


1. Winterbottom, E. H. Brit. med. J. 1950, i, 247. 
2. Moore, D. F. Lancet, 1937, i, 1225. 


Donatp H. Davies. 


FRANK ALCOCK. 


except for those supplementary sources of protein, the 
food was the same. 
Poole, Dorset. 


ETIOLOGY OF PRE-ECLAMPSIA 


Smr,—The interpolation by Dr. Smyth (Sept. 7), that 
the question of hydramnios (in which uterine tonus is 
raised) does not affect the main argument concerning the 
réle of myometrial activity in pre-eclampsia, is unwar- 
ranted in the context of the discussion. A significant 
common factor is proved to exist herein as it does in 
concealed accidental hemorrhage and in primiparity— 
the resistance of the uterus to stretch—whose etiological 
influence, when the uterorenal reflex is envisaged, can 
be detected in the manifestations of the renal ischzemia ! 
underlying the pre-eclamptic state. 

London, W.1. 


MALIGNANT GROWTHS AND ISLET-CELL 
ADENOMA OF THE PANCREAS 


Srr,—Adenoma of the islet cells of the pancreas is 
rare. We therefore add three cases to those already pub- 
lished, particularly because, in two of them, after success- 
ful surgical treatment, malignant growths developed. 


Case 1.—A woman, aged 49, had vague disturbances 
thought to be hysterical—cramp-like pain and paresthesia 
in her limbs, and a transitory right hemiparesis. She had 
bilateral loss of tendon reflexes and atrophy of hand muscles, 
and was extremely nervous. The fasting blood-glucose was 
57 mg. per 100 ml., and a glucose-tolerance test showed a flat 
curve with a range of 36-131 mg. per 100 ml. 

At laparotomy, an adenoma of the pancreas the size of a 
nut was removed. The diagnosis was confirmed histologically. 
The postoperative course was normal, the blood-sugar ranging 
from 105 to 200 mg. per 100 ml. She had no more attacks 
of hypoglycemia, but her mental condition worsened and she 
was sent to a mental institution. 

About 10 years after operation a progressive anemia began 
and was followed 5 yearts later by recurrent vomiting, extreme 
prostration, and severe loss of weight. The diagnosis of gastric 
carcinoma was confirmed by laparotomy. No attempt was 
made at resection because of metastasis. 


CasE 2.—A woman, aged 39, had attacks of loss of con- 
sciousness, and once was found in the street in the nude. 
There were no abnormal physical signs. Fasting blood- 
glucose was 39 mg. per 100 ml. and in a glucose-tolerance test 
the levels ranged from 53 to 76 mg. 

At laparotomy, a tumour the size of a nut was removed from 
the lower border of the pancreas. This was histologically 
proved to be an islet-cell adenoma. The postoperative course 
was without complications, though the blood-sugar levels 
remained low. 

Three years later a left radical mastectomy was performed 
and histological examination showed an adenocarcinoma. 

CasE 3.—A woman, aged 46, had attacks of loss of con- 
sciousness and psychic disturbances. At a mental institution, 
low blood-sugar levels were found (e.g., 40 mg. per 100 ml.). 

We found no physical abnormality, except for a blood- 
pressure of 180/110 mm. Hg. “The fasting blood-glucose was 
76 mg. per 100 ml., and in attacks of coma levels of 32 mg. 
and 26 mg. were recorded. . 

At laparotomy, a small pancreatic tumour, the size of a 
pea, was removed. For the 3 years since operation, she has 
been in good health. 


No conclusions can be drawn from so few cases, but 
it is strange that of the three cases of islet-cell adenoma 
of pancreas seen by us, malignant growths should sub- 
sequently develop in two. The possibility arises of- a 
relationship between hypersecretion of the beta cells 
and the development of malignancy. 

Salzberg * found that mice rendered diabetic by alloxan 
were resistant to the induction of hepatoma by feeding 
azo-dyes. Ingle* noted suppression of tumour growths in 
diabetic mice following partial pancreatectomy. Gillman * 


Sophian, J. Brit. med. J. 1955, ii, 619. 
berg, D. A., Griffin, A. C. Cancer Res. 1952, 12, 294. 
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2. Si - Cc. 

3. Ingle, D. J. Eonearneray. 1808, 59, 259. 

4. Gillman, T., Hathorn, M., ont, N. McK. Lancet, 1957, i, 80. 
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reports good results of alloxan therapy in three cases of 
primary carcinoma of the liver. 

The development of tumours in two of our cases may be 
merely coincidental, but overactivity of the beta cells 
may be a promoting factor in neoplastic development. 


Medical Department, 
Hadassah Municipal Hospital, 
Tel-Aviv, Israel. 


HOSPITAL CORRESPONDENCE 


Srr,—I have recently received another invention of the 
apparently unoccupied squads of clerks which the local 
teaching-hospitals must employ. A printed form gives 
my patient’s name and a six-figure number (no resem- 
blance to the patient’s national health number). The 
printed part states that my patient has attended the 
casualty department, and should I require details of the 
treatment given, will I kindly stamp and initial this form 
and post it back to the hospital. Whereupon, details 
are eventually sent to me. 

Apart from donating sixpence to the Post Office and 
providing employment for a number of hospital clerks, 
or worse still fully trained nurses, to deal with this treble 
correspondence, I cannot see any virtue in this shameful 
piece of form-filling. Should a patient attend casualty in 
an emergency then J should naturally like the treatment 
outlines sent to me. If he is referred to the casualty 
department by me he carries a letter of introduction, and 
to do this I expect an informative note returned. 

Inpatients’ discharge letters from local non-teaching 
hospitals are delayed, often for ten days following dicta- 
tidn. Presumably their staff is working to capacity. How 
then can this form which triplicates work be anything but 
an embarrassment to a conscientious teaching hospital 
with the true interests of the health service at heart ? 
P. M. O. Massey. 


M. TcHETCHIK. 


Birmingham. 
Obituary 


MERVYN ARCHDALL 
M.D., Ch.M. Sydney, F.R.A.C.P., F.R.A.C.S. 


Dr. Archdall died on Sept. 6, less than a week after 
his retirement from the editorship of the Medical Journal 
of Australia. Though ill health had hastened his retire- 
ment, his death was unexpected and many of his friends 
in this country will not yet have read the moving tribute 

paid to Archdall’s edi- 
torial life and work by 
his successor in the 
editorial chair.* 
Mervyn Archdall 
was born in 1884 at 
Balmain in New South 
Wales, where his 
father, a son of the 
Bishop of Killaloe in 
co. Clare, was a rector. 
He was educated in 
Sydney at the gram- 
mar school and univer- 
sity. After graduating 
M.B. in 1907 he held an 
‘appointment as resi- 
dent medical officer at 
Sydney Hospital. Two 
years later he returned 
to general practice, and after a period in Queensland he 
returned to Balmain where he remained for some years. 
But his interest in surgery and in hospital work persisted, 
and twice he returned to Sydney Hospital as an honorary 
relieving surgeon. The war gave him an opportunity to 
widen his surgical experience, and from 1917 onwards, 
with the Australian Imperial Force, he served in France 
as a surgeon to the 2nd Australian General Hospital 
where his chiefs were Victor Hurley and later Fay Maclure. 


1. Med. J. Aust. Aug: 31,1957, p. 327. 
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Shortly before the armistice he was himself given charge 
of a surgical team. 

After the war he returned for a time to general practice, 
but his years abroad had already led him to consider 
the possibility of other kinds of medical work, and when 
the post of assistant editor to the Medical Journal of 
Australia was advertised in 1922 he applied. It is a 
tradition of medical journalism that the enlistment of 
some of its most important recruits is a chancy affair, 
and his application was turned down. Two saahe later, 
however, the successful applicant resigned and the post 
was offered to Archdall, at first as a half-time job. 
Half-time and whole-time the Journal was to claim the 
rest of his life. 

In the editorial chair he found William Armit, who 
had been in charge of the journal since it was started in 
1914. To this task he applied his own strong sense of 
responsibility, and Archdall was an apt pupil of what 
has been described as the Armit tradition. When Armit 
died suddenly in 1930 Archdall was the inevitable and 
fitting choice as his successor. He held the chair for 
twenty-seven years of unceasing if varying difficulty. 
The financial depression of the ’thirties gave way to the 
second world war, and the war gave way to the aisha. 
and pressures of peace. But though he seldom had 
enough editorial help, and often, especially in the early 
years, lacked it completely, he was always ready to help 
promising beginners. Besides his own journal from 1928 
onwards he edited the new Journal of the College of 
Surgeons of Australasia (which later became the Australian 
and New Zealand Journal of Surgery). In 1926 he added 
to his editorial charges the Proceedings of the Royal 
Australasian College of Physicians (which in 1952 became 
the Australasian Annals of Medicine). These services 
made appropriate his election to the fellowships of both 
colleges. He was also editor of the Transactions of the 
Ophthalmological Society of Australia. He had lately been 
a@ moving spirit in the institution of the Federal Council 
Medical Monograph Fund, and looked forward still further 
to the time when Australia should have its own medical 
research journal. His insistence on a high scientific 
standard in the journals he edited and his constant plea 
that Australian investigations should be published in 
Australia have done much to further this project. 

Despite these heavy responsibilities he also refused to 
become desk-bound. He regularly visited his colleagues 
in all the States of Australia, and, admittedly at rather 
longer intervals, his colleagues in Europe. At his first 
visit to this office he quickly established himself as a 
jena - and a friend. r he returned to Australia his 

iendly sensible letters with his characteristic clear bold 
signature were always welcome and helpful. To him 
even common difficulties served as a link ; while common 
ideals and interests were a firm and enduring bond. 

Our picture of Dr. Archdall is taken from the sree, By 2. 


Jerrold Nathan, presented to him by the directors of the A 
Medica! Publishing Company in 1955. 


ESMOND GARETH RECORDON 
M.D. Camb. 


Dr. E. G. Recordon, senior consultant ophthalmic 
surgeon to Addenbrooke’s Hospital, Cambridge, died on 
Aug. 24 at the age of 53. , 

He was born at Norwood and educated at Berkham- 
stead School and St. John’s College, Cambridge. After 
qualifying from St. Bartholomew's Hospital in 1928, he 
held house-appointinents at the Norfolk and Norwich 
a and at Barts where he was house-physician to 
Professor Langdon-Brown and house-surgeon to Mr. 
Foster Moore. After postgraduate study in Vienna in 
Professor Meller’s eye clinic he returned to London to 
hold further house-appointments at Moorfields, where he 
later became senior resident officer. In 1933 he was 
appointed honorary ophthalmic surgeon to Adden- 
brooke’s Hospital, in succession to Arthur Cooke. In 
1939 he joined the Territorials and was mobilised as 
ophthalmic specialist to the 20th General Hospital at the 
outbreak of war. He served in France with them and 
later with other units in this country. 

L. B. C. writes : 

When Recordon took over his department in 1933 new 
ophthalmic wards and a new operating-theatre had just been 
built, andunder his egis the years before and after the war 
were periods of development and expansion. He was widely 
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liked by patients and all who worked with him and he had 
a large consulting practice. His ready sympathy and under- 
standing meant that his advice was often sought on matters 
outside medicine, for he was a well of knowledge on many 
subjects. On the administrative side his judgment was 
greatly respected, and Addenbrooke’s Hospital and the 
regional hospitals he served owe much to his organising 
ability. In his specialty he was a skilful surgeon and a first- 
class opinion, for he was essentially an artist striving con- 
stantly for perfection and tHis was reflected in his life and 
work, He understood and enjoyed music and pictures, and 
his collection, mainly of the impressionist school, showed 
remarkable flair. He was a skilful fly fisherman, a lover of 
the country, of gardening, and of many other outdoor 
activities, 
Dr. Recordon leaves a widow and two sons. 


LUDWIG TELEKY 
M.D. Vienna 


Dr. Teleky, who died on Aug. 20 in New York, had 
held important appointments in industrial health in 
Austria, Germany, and the United States. He was a 
founder and honorary life member of the Permanent 
International Commission on Industrial Medicine. 

He was born in Vienna, the son of Dr. Hermann 
‘Teleky, and he graduated M.D. from the University of 
Vienna in 1896. He held a lectureship in social medicine 
there before he became in 1919 director of the Postgraduate 
Academy of Public Health and Industrial Medicine at 
Diisseldorf, and medical inspector of factories for the 
Rhineland. He was also a member of the Central Council 
for Health in Berlin. In 1932 the Nazis deprived him of 
these appointments and he returned to Vienna. In 1938 
he attended the international congress on occupational 
diseases in Frankfort which was interrupted by the 
Munich crisis. The delegates dispersed, and his friends 
managed to get Dr. Teleky over the border into Switzer- 
land for his safety. Friends in Austria and America then 
coéperated in getting him to the United States, where he 
was appointed to a lectureship in the University of 
Chicago, which he held till 1944. In that year Dr. 
Leonard Greenburg, now New York commissioner of the 
Air Pollution Control Department, invited Dr. Telek 
to work with him in the labour division of the New Yor 
State department on industrial hygiene. 

While in New York Dr. Teleky gave much of his time 
to writing. He edited an encyclopedia of industrial 
diseases, and of his own books the History of F and 
Mine Hygiene was published in 1948, and G liche 
Vergiftungen in 1955. 

The Grand Cross of Merit was conferred on him by 
President Heuss of the German Federal Republic, and 
in 1952 in a new part of Hamm, one of the ancient Hansa 
towns of Germany, a street was named after him. 

Dr. Teleky’s wife died in 1953, and he is survived by 
two daughters. 


Appointments 





GOLDER, RutsH Y., M.B. St. And., D.P.H., D.OBST.: assistant M.O., 
Heston, BS Southall, iarenttord, and Chiswick. 

JOEKES, A. M., B.M xfd, M.R.C.P. honorary physician, outpatients 
department, French Hospital ‘ona Dispensary, London 

Jones, H. E., M.B., B.Sc. Wales, D.M.R.D.: consultant radiologist, 
based at Caernarvon and Anglesey General Hospital. 

LuMB, KATHLEEN M., M.B. Birm., D.C.H., D.OBST.: assistant M.O.H. 
and school M.o., Dudley. 

NEYLon, J. P., M.B. — , D.P.H., D.C.H.: M.O.H. and school M.O., 


POLLOCK, T., M.B. Aberd., D.P.H. assistant M.O., Heston, 
ee. Southall, Brentford, and Chiswick. 

Watson, J. A. G., M.B. Lond., D.P.H.: deputy M.O.H. and deputy 
school M.O., Southport. 

Watson, P. C., M.B. Lond., F.R.C.S. : 
Boston area hospi " 

Witt, MARIANNE H., M.D. Berlin, L.R.C.P.E., D.P.H. : 
Leeds. 


consultant general surgeon, 
school M.O., 


Colonial Appointments : 
Camm, C. E., M.B. Durh., D.P.H.: M.O.H., Jamaica. 
HARDY, JOAN, M.B. Camb.. : pathologist, a. 
Mooroo, C. R., L.R.C.P.1.: M.O., British Guiana. 
LIZABETH S., M.B. Lond.: M.O., ~* 
A, J. P., M.B. Andhra: M.o., Western 
Ross,. W. F., M.B. Lond.: M.o., Eastern Region, 
M., M.B.N.U.1., D.P.H.: 


on, Nigeria. 
_ 
school M.0O., 
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Notes and News 





WOLFENDEN COMMITTEE AND THE PRESS 


Most of the national daily newspapers welcomed the report 
of the Departmental Committee on Homosexual Offences and 
Prostitution (published on Sept. 4) as a conscientious attempt 
to grapple with difficult problems. One exception was the 
Daily Express, which said that the majority of British homes 
never came into contact with prostitution or perversion ; it 
was up to the Home Secretary to see that family life remained 
protected from these evils. The Daily Express’s brief comment 
appeared under the heading “‘ Nothing td Report ’’—a view 
that was evidently not shared by other dailies. Most of 
these regarded the committee’$ proposals on prostitution as 
realistic, though not all agreed that they would achieve even 
their limited objectives. There was less agreement on the 
proposal to cease treating as a criminal offence homosexual 
conduct in private between consenting adults. “ Nearly all 
civilised countries,”’ said the Times approvingly, “ recognize 
the futility’ of making into crimes what are regarded as sins 
-against morality.” The proposal was applauded also by the 
Manchester Guardian and the News Chronicle. But the 
Daily Telegraph thought that many would share the opinion 
that homosexuality in any form, if legalised, might spread 
like an infection ; and the Daily Herald declared that ‘‘ homo- 
sexual vice—or weakness *’ was so abhorrent to normal minds 
that public opinion would be slow to accept such a change. 
The Daily Mirror believed that no responsible newspaper 
could hesitate to publish its opinion on the report, but itself 
did not refer to the main proposal on homosexuality. The 
Daily Sketch suggested that to some this proposal would seem 
retrograde. The Daily Mail damned the proposal-in a leader 
headed “ Report Full of Danger,”’ finding that it would leave 
the perverts free to spread corruption. Great nations, the 
Mail reflected, had fallen and empires decayed because 
corruption became socially acceptable. The country should 
have nothing to do with proposals consenting to legalised 
degradation in our midst. 

Most of the Sunday papers were at one in declaring that 
the report had aroused controversy and that its immediate 
implementation was unlikely. In the Sunday Express John 
Gordon wrote that the main proposal on homosexuality was 
so repugnant to the moral standards of the majority of people 
of Britain that no Parliament was likely to accept it in our 
lifetime. Legalising moral corruption done in yo mye could 
lead to a swift, wider spreading of the rot. ith the great 
majority of “ these degraded men,” homosexuality was an 
exhibitionist pose. “ They glory in it, . Their evil power 
runs deep and strong in many walks of life.” The Sunday 
Dispatch described a movement against Sir Hugh Linstead, 
M.P., a member of the committee who approved the proposal 
on homosexuality. The leader of this movement was reported 
as saying: “I shall not rest until he has asked for the 
Chiltern Hundreds or been expelled from the Conservative 
Party.’”’ The Rev. Frank Martin, of the Sunday Graphic, 
found that the report extended a smiling benediction to the 
sins of Sodom and Gomorrah. The News of the World believed 
that no Government ever could or would make itself respon- 
sible for such a revolutionary change in the law. The 
Sunday Times acknowledged the validity of the committee's 
general proposition that there was a realm of private morality 
and immorality which was not the law’s business. Reynolds 
News claimed that other forms of moral conduct “‘ are much 
more widespread, and socially more harmful, than homo- 
sexuality ; yet they are not subject to the criminal law.” 
In the Observer Sir Norman Birkett congratulated the com- 
mittee on its courage and thoroughness, and went on: “It 
was not to be expected that the Report would win unanimous 
approval, for the subjects discussed arouse strong emotions 
in the public mind; and men and women are apt to be 
influenced in their opinions by immediate and emotional 
impressions.’ 

MEDICAL REVIEWS LISTED 


Tue U.S. National Library of Medicine (Washington, 
D.C.) has again put the medical profession in its debt by its 
issue of the second volume! of the Bibliography of Medical 
Reviews, covering the year 1956, with a few references 
1955 and 1957. Like the first volume,’ it lists review articles 
in many countries and in all branches of medicine. 





1. Obtainable f from the s Sq rintendent of Documents, U.S. Govern- 
: ok rO86. nie 259, 


Jashington 25, D.C.; price 60 cents. 
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OXFORD COMMITTEE FOR FAMINE RELIEF 


For the past ten years this committee has been sending 
help to hospitals and clinics in such parts of the world as 
Korea, India, Vietnam, and the Near East. It receives many 
requests for medical and surgical supplies, including vitamins, 
antibiotics, and dressings, which it is unable to meet and 
would welcome gifts of surgical instruments, drugs (other than 
those subject to D.D.A. export regulations), dressings, or 
manufacturers’ samples which can be spared. Packages 
should be sent to Dr. Hugh Robertson, c/o Davies, Turner & 
Co., 50a, Bourne Street, London, 8.W.1 


SERVICE MEDICAL REPORTS 


A NEw form, F.Med. 133, is now to be used by all three 
Services to summarise medical histories. It will replace Royal 
Naval form M.168(Rev.), Army form D.487(Rev.), and Royal 
Air Force form 152(Rev.). When a member of the Forces is 
discharged after a medical board a form F.Med 133 will be 
sent by the Service authorities to the National Health Service 
central register. In due course, if the patient has agreed, it 
will be forwarded from the register to the appropriate executive 
council and from the council to the practitioner whom the 
patient has chosen as his family doctor. If the patient has 
not agreed that his Service medical history should be sent to 
his doctor, the form will be retained in the central register. 
If the patient later changes his mind his doctor can apply to 
the register for the form. 

If a member of the Forces is released from his Service or 
goes on leave while he is under medical treatment the Service 
authorities will also complete a form F.Med. 133 for him, 
and, if he agrees to disclosure of his medical history, he will 
be given postcard F.Med. 136 which enables his civilian doctor 
to obtain particulars direct from the medical officer of his unit, 





University of Oxford 

For an experimental period University College, Balliol 
College, Trinity College, St. John’s College, Jesus College, 
and St. Peter’s Hall are to act as a group for the admission of 
commoners to read medicine. 


Applicants should apply to the college of their first choice, 
stating, in order of preference, other colleges in the group to which 
they would alternatively seek admission. The entrance examinations 
of all colleges in the group, in the year 1957-58, will be held early 
in January, 1958. 


University of London 

On July 30 the degree of m.s. was conferred on W. H. 
Jayne. 

Prof. G. R. Hargreaves is to give five Heath Clark lectures 
at the London School of Hygiene and Tropical Medicine, 
Keppel Street, W.C.1, on Oct. 14, 15, 16, 17, and 18, at 5 p.m. 
His subject will be psychiatry and the public health. 


University of Sheffield 

On Thursday, Oct. 10, at 5 p.m., Dr. T. F. Fox will give 
the opening sessional address of the faculty of medicine. 
His subject will be Pride and Prejudice. 


Royal College of Physicians of London 

Dr. Donald Hunter will deliver the Harveian oration on 
Friday, Oct. 18, at 3 p.m., on Harvey and his Contemporaries. 
Prof. A. J. Lewis will deliver the Bradshaw lecture on 
Thursday, Nov. 7, at 5 p.m. His subject will be Between 
Guesswork and Certainty in Psychiatry. Dr. Ronald Bodley 
Scott will give the Langdon-Brown lecture on Tuesday, 
Nov, 12, at 5 p.m. He will speak on the Chemotherapy of 
Malignant Disease. All three lectures will be held at the 
college, Pall Mall East, S.W.1. 


Fountain Hospital, London 

On Thursday, Sept. 26, at 5.30 p.m., there will be a meeting 
at this hospital, Tooting Grove, 8.W.17, on the early diagnosis 
of mental deficiency. The speakers will be Prof. R. 8. 
Illingworth and Dr. Ruth Griffiths. 


Welsh National School of Medicine 

Two postgraduate courses for general practitioners, each of 
five sessions, have been arranged for this autumn. The first 
course, from Oct. 28 to 30, will be on cardiovascular diseases, 
and the second, from Oct, 31 to Nov. 2, on pediatrics. Further 
information may be had from the Sane of the school, 34, 
Newport Road, Cardiff. 
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British Tuberculosis Association 

This association, in collaboration with the Midland Thoracic 
Society, will hold a meeting in Birmingham on Sept. 27 and 
28. Further particulars may be had from the administrative 
secretary of the Association, 59, Portland Place, London, W.1. 


London County Medical Society 

A meeting of this society will be held at New End Hospital, 
Hampstead, N.W.3, on Wednesday, Oct. 23, at 8.15 P.M., 
when Mr. J. E. Piercy, Dr. Raymond Greene, and Dr. A. T. 
Richardson will speak on myasthenia gravis. A film on the 
subject will be shown. 


International Congress of Photofluorography 

This conference will be held in Stockholm from Aug. 20 
to 23, 1958, under the presidency of Prof. Carl Wegelius. 
Further particulars may be had from the office of the congress, 
Stockholm 5, Post-box 5097. 


Association of Logopedics and Phoniatrics 

This association will hold a conference in London from 
Aug. 17 to 22, 1959. Further particulars may be had from 
the congress secretary, Miss Peggy Carter, L.c.s.T., 46, 
Canonbury Square,” N.1. 


Quality Control of Food 

The food group of the Society of Chemical Industry and the 
Association of Public Analysts will hold a symposium on this 
subject at 1, Wimpole Street, London, W.1, from Oct. 3 to 4. 
Further particulars may be had from the assistant secretary 
of the society, 14, Belgrave Square, 8.W.1. 


National Association for Mental Health 

This association is to hold a conference at the Central Hall, 
Oldham Street, Manchester, on Nov. 7 and 8, on the Challenge 
of Mental Deficiency. The speakers will include Dr. Doreen 
Firmin, Dr. J. F. Galloway, and Dr. D. H. H. Thomas. 
Tickets can be had from the association, 39, Queen Anne 
Street, London, W.1. 


St. Luke’s Day Service 

A service for doctors is to be held at All Souls’ Church, 
Langham Place, London, W.1, at 11 a.m. on Sunday, Oct. 20. 
Lord Evans and Sir Gordon Gordon-Taylor will read the 
lessons. Seats will be reserved for doctors and their families. 
Application (stating the number of tickets required) should 
be made to the church secretary, All Souls’ Vestry, Langham 
Place, W.1, by Oct. 17. 


Royal Society of Health 

On Wednesday, Oct. 9, at 10.30 a.m., at the Caxton Hall, 
Westminster, S.W.1, this society will hold a conference on 
mental illness and mental deficiency at which Lord Percy of 
Newcastle will preside. Speakers will include Dr. J 
Greenwood Wilson, Dr. Alexander Walk, Dr. D. H. H. Thomas, 
and Dr. C. W. J. Ingham. 


Course in Industrial Ophthalmology 

The short course in industrial ophthalmology at the 
Birmingham and Midland Eye Hospital, mentioned in our 
Students’ Guide (Aug. 31, p. 437), is being held this year on 
Sept. 23-27. Applications should be sent to the Secretary, 
Industrial Ophthalmology Course, Birmingham and Midland 
Eye Hospital, Church Street, Birmingham, 3. 


Institute of Diseases of the Chest, London 

Clinical demonstrations will be arranged by Dr. Joseph 
Smart at the institute (in the grounds of the Brompton 
Hospital, Fulham Road, 8.W.3) on Fridays from Sept. 27 to 
Dec. 13. Open lectures by Mr. Norman Barrett, Dr. F. P. Lee 
Lander, Dr. J. Clifford Hoyle, Sir Clement Price Thomas, 
Prof. John Crofton, Mr. Vernon Thompson, Dr. F. H. Scadding, 
Dr. J. N. Pattinson, Dr. Kenneth Robson, and Dr. N. Lloyd 
Rusby will be given on Wednesdays, from Oct. 2 to Dec. 11. 
All the meetings will be held at 5 p.m. and will be open to 
doctors without fee. 


Dr. M. A. Peyman has been muah e an Evans medical research 
fellowship with which he will work under Dr. W. — at the 
New England Centre Hospital, Boston, Massachusetts. 


The London Medical Orchestral Society which, under = Po 
e 


dency of Mr. Dickson Wright, is now in its fifth year, 
to increase the number 0 playin members, particularly in the 


*cello and bass sections. ay had from 
pe, E. “o's Slaughter, the hon. sourelary, 6, Oxford Court, Queens 
ve, 3. 
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Stop morning sickness g \ 


‘ANCOLOXIN’ Za, ff 


SBSEESSBEES 


= 


( I 
(( TABLETS ae Sor ) 
Meclozine dihydrochloride 25 mg., plus pyridoxine - i" 
hydrochloride (vitamin B,) 50 mg. ; 
“The use of a combination of meclozine dihydro- : 
chloride and pyridoxine (‘ancoloxin’ tablets) in a | ( 
series of cases of nausea and vomiting of preg- }) 


nancy is reported. Rapid and effective control of ) 

symptoms was obtained in all cases, some of the DOSAGE: i 

patients having previously failed to respond to 2 tabiets ai migni. s days of (reatment 

either antihistaminic treatmeft alone or to _ ‘8 often sufficient for complete reliet. 
. : » Basic N.H.S. cost of cireatment— 

pyridoxine alone.” (PRACTITIONER, 1956 (Feb.). ala ie Oak \\ 

176, 201). Containers of 10 and 50 tablets. . 


Medical Department . 
THE BRITIS H DRUG HOUSES LTD. LONDON N.1 


LDA BE, 
aS SS —— = a SSX SSAA 












From menarche 
to menopause 


Menstruation, particularly if profuse, may bring the patient 
to the borderline of anaemia. Where supplementary 

iron is indicated, Fergon presents it'in’a form which is 
extremely well tolerated and readily absorbed. 


Basic N.H.S. cost of one week's treatment : 7d. to 1/2d. 
Tablets, gr. 5, in bottles of 100 and 1,000. 


Crystalline 
ferrous 
5 gluconate 


Trade mark 








B A Y E oi PRODUCTS LIMITED 

Neville House, Kingston-on-Thames, Surrey 
| a Associated exporting company: WINTHROP PRODUCTS LIMITED 
37 


. & 





Tue Lancer] THE LANCET GENERAL ADVERTISER (Serr. 14, 1957 





postoperative sedation... 


one of the many uses 


for short-acting NEMBUTAL 


In the pharmaceutical field, where rapid 
obsolescence is the rule rather than the exception, 
a product that continues to grow in popularity 
after nearly 25 years of use must possess distinct 
advantages. Consider these :— 

















® Short-acting NemBuTaL (Pentobarbitone Sodium, B.P.) can 
produce any desired degree of cerebral depression—from mild 
sedation to deep hypnosis. 


@ The dosage required is small — only about half that of 
many other barbiturates. 


@ Hence, there’s less drug to be inactivated, sHiorter duration 
of effect, wider margin of safety and little tendency towards 
morning-after hangover. 


@ Inequal oral doses, no other barbiturate combines quicker, 
briefer, more profound effect. 


ABBOTT LAGORATORIES LIMITED - LONDON 








I know from experience... 


** Have you ever laid in bed hour after hour with nothing to do 
but think or doze . . . too weak to talk to your nearest bed- 
fellow ... unable to read, and only the sky or ceiling to look at ? 








I know from my own experience as a patient in a 
Surrey hospital, that a Pillowphone radio is a 
wonderful blessing and a definite aid to recovery. 
Remember, too, that it cannot disturb other 

te patients. 


Will you use your influence or authority 
to help in increasing the number of 
Pillowphones in the hospital in which 
you serve ?” 

¢q G. BROWN PILLOWPHONES are water- 


proof, can be sterilised and are interchangeable 
with existing standard type headphones. 


Please write or telephone for full details. 


S.GBrown Ltda. 


Shakespeare St., Watford, Herts. 
Telephone : Watford 7241. 
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AGAINST 
MALNUTRITION 





vy ais i) it 
‘VIMALTOL’, a delicious, nourishing vitamin eA D My ! 
‘ \ ‘ i; 
N 


preparation, has achieved wide popularity as = hea WS mY 
a supplementary food item against malnutrition ~ WS 277-7 
in infants, children and adults. It can be used : MigZres. 
with advantage whenever nutritional levels are gy SN 
unsatisfactory. It can also be usefully employed é / if “ ‘ 
when vitamin intake is insufficient, for example, hn B yh ! 
due to distaste for natural vitamin-bearing fruits NN 2 Fh 
14 Ae a 
and other foods. VS aN 


‘Vimaltol’ is a quality product from the ‘Ovaltine’ i 
Research Laboratories. Its balanced formula, Cess=sp vit 4 Hit 
which includes special malt extract, high vitamin 77772" *53X! it 4,1! 
potency yeast, halibut liver oil and iron, has . 1 hy)! 


been developed in the light of recent findings of Nie ny Sy. ey’ 
dietetic science. ‘Vimaltol’ actively assists in : wig ") Iwate’ 
growth and development and helps to raise WH HH h ,  ——— 
resistance against the onset of infection. Ny My , 

For these reasons, it is widely prescribed forthe * NO Be, / 

young because of their higher metabolic require S S33. 2% 

ments. It is highly palatable, readily assimilable {SSE S77 


and quickly available. 


VIMALTOL 


For Infants, Children and Adults 


Re 


Sere phe nay ay —_ “4 - : Clinical sampies on physicians’ request to The Medical Dept., 
03 me CRibodavia): A. WANDER LIMITED, 
42 Upper Grosvenor Street, 
Grosvenor Square, London W.1. 





2,000 i.u. Vitamin A; 
200 iw. Vitamin D; 4 mg. Niacin 
(P.P. Vitamin) ; 


0.4 mg. Vitamin B,: | 3.3 mg. Iron 
in a readily assimilable form. 











A Product of the ‘Ovaltine’ Research Laboratories M.377 
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I was puzzled... 


So many new cars from which 
to choose—all around the 
price I wanted to pay. I 
made my mind up a hun- 
dred times and yet at the finish 
was still undecided... 


— 


yA 
© 
rey 


.. till a friend said... 


yy) 


“* Why not try the Kenning Group. 
They will discuss with you the 
merits of every car and their after- 
sales service is really first-class...” 


...80 off | went... 


to the showrooms with the 
blue shield sign and discussed 
the pros and cons of various 
models. Surprising how 
simple it was! I am now the 
proud owner of just the right 
car. And it’s being 
wonderfully serviced .. . 


... by the 


—~== 


Kenning 6 <2 


MOTOR GROUP 


Registered Office :— 
GLADSTONE BUILDINGS pa 
CLAY CROSS, DERBYSHIRE 


Est. a 1878 


TH@ KENNING MOTOR GROUP HAS 
OVER 90 DEPOTS !N 20 COUNTIES 
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The double réle of 
modern UV treatment 


More and more patients are successfully treating them- 
selves at home, under their doctor’s guidance, with 
Hanovia Prescription Health Lamps. Psoriasis, 
rheumatic disorders, nervous debility and respiratory 
complaints are just a few of the conditions which have 
been found to respond remarkably well to this routine 
irradiation. For more concentrated treatment in clinics, 
hospitals and surgeries, larger therapeutic models of 
every type are produced by Hanovia. 
Full details available on request from: 


Hanovia 


SLOUGH - BUCKS 


ULTRA-VIOLET AND INFRA-RED EQUIPMENT 
TGA “2290 


SPECIALISTS IN 


~~ 
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por sterling quality 
— Scottish Widows’ 


of Course. 





a fo the treatment of pernicious 
anaemia with or withoutheurological 







manifestations and for those other 


types.of macrogytic anaemia which aa 
THE HALL MARK OF 


also respond to liver therapy. For STERLING QUALITY IN 
MUTUAL LIFE ASSURANCE 





sprue and as a general tonic. 


Cop SCOTTISH WIDOWS’ 
FUND 

















AN OXOID PRODUCT » St Andrew Saunt, Edinburah 2 
IE i: a isy Ciadien Fines, 8.0.2 
OXO LTD (MEDICAL DEPT) - 16 SOUTHWARK BRIDGE ROAD - LONDON SE 
TELEPHONE: WATERLOO 4515 
WHEN PRESCRIBING CHLORODYNE WYKE HOUSE HOSPITAL 


ISLEWORTH, MIDDLESEX 
Telephone : EALing 7000 
a private home (for |the individual treatment of all forms of 
nervous and mental illness, including aleoholism. 
H. PULLAR-STRECKER, M.D. G. W. SMITH, 0.B.z., M.B., CH.B. 


NORTHUMBERLAND HOUSE 
Psychiatric Nursing Home 
235-7 BALLARDS LANE, N.3 Tel. : FiNchley 5283 


Resident Med. Director Dr. R. M. RIGGALL, 
Mem. Brit. Psycho-Analytical Socy. 


Deep insulin coma unit, psychotherapy, etc 


CHISWICK HOUSE 


PINNER, MIDDLESEX 


medical men should be 
particular to specify 


Collis Browne’ 
CHLORODYNE 


The Original and 









































only genuine Chlorodyne Telephone : PINNER 234 
i H A private Nursi ome for patients suffering from all forms of 
a tae ee pag Lr ph ag pe Tin 
: ¢ ain num t) ern 
by the Medical Profession ment. yn 5 py, tee : y. —— —_ ke sg en 
‘ bouses a a acres each res) vi A m 
in all parts of the world north-west of London. mi Frequent trains Baker Street Station to Pinuer. 
f 100 YEARS One-quarter of a mile from ner Station. 
or over Apply to the Medical Director, DOUGLAS MACAULAY, M.D., D.P.M. 
Always insist on HEIGHAM HALL, NORWICH 
, 
Dr. Collis Browne’s’’ PRIVATE MENTAL HOME for Nervous and Mental illness. All types 
TeORERADEAER ws of treatment carried out. Accommodation for Alcoholics and Addicts 


available. Special Geriatric Unit now open. Fees from 7 gns. per week 


THERE IS NO SUBSTITUTE isiskiaeue Merial 
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ST. ANDREW'S HOSPITAL 


NORTHAMPTON 
PRESIDENT : : Taz EARL SPENCER 


Mepica SUPERINTENDENT: THOMAS TENNENT, MD., F. D., F.R.C.P., D.P.H., D.P.M. 


This Registered Hospital is situated in 130 acres of park and pleasure grounds. Voluntary patients, who are suffering from 
incipient mental disorders or who wish to prevent recurrent attacks of mental trouble; temporary eee and certified patients 
of both sexes are received for treatment. Careful clinical, biochemical, bacteriological, and pathological examinations. Private 
rooms with special nurses, male or female, in the Hospital or in one of the numerous villas in the grounds of the various branches 


can be provided. 
WANTAGE HOUSE 
This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be admitted. It is equipped 
with all the apparatus for the complete investigation and treatment of Mental and Nervous Disorders by the most modern methods 
insulin treatment is available for suitable cases. There is an Operating»Theatre, a Dental Surgery, an X-ray Room, an Ultraviolet 
Apparatus, and a Department for Diathermy and High-frequency treatment. It also contains Tabscakenten for biochemical, 
bacteriological, and pathological research. Psychotherapeutic treatment is employed when indicated. 


MOULTON PARK 
Two miles from the Main Hospital there are several! branch establishments and villas situated in a park and farm of 650 acres. 
Milk, meat, fruit, and vegetables are supplied to the Hospital from the farm, gardens, and orchards of Moulton Park. Occupational 
therapy is a feature of this branch, and patients are given every facility for occupying themselves in farming, gardening, and fruit 





FOR NERVOUS AND 
MENTAL DISORDERS 





growing. 


BRYN-Y-NEUADD HALL 


The seaside house of St. Andrew's Hospital is beautifully situated in a park of 330 acres, at Llanfairfechan, amidst the finest 


scenery in North Wales. 


branch for a short seaside change or for longer periods. 


is trout-fishing in the park. 


On the North-West side of the Estate a mile of sea coast forms the boundary. 
The Hospita! has its own private bathing house on the seashore. There 





Patients may visit this 


At al! the branches of the Hospital there are cricket grounds, footbail and hockey grounds, lawn tennis courts (grass and hard 


Ladies and gentlemen have their own gardens, and facilities are 


courts), croquet grounds, golf courses, and bowling greens. 


provided for handicrafts, such as carpentry, etc. 
For terms and further La ean apply to the Medical Superintendent (TELEPHONE: 


CLIFFDEN, TEIGNMOUTH 


For the early treatment of nervous disorders and patients needing rest and care 
A well-appointed House with spacious balconies and extensive views of the South Devon Coast. Beautiful garden and own dairy in 35 acres 
In the same grounds, ROWDENS, a comfortable house with lovely views. Private road to the 
There is also a charming house, EBWORTHY, MANATON, DARTMOOR, situated in 25 acres, 1100 ft. up for bracing moorland air 
Resident Physicians—BERTHA M. MULES. M.D., B.S ANNE S. MULES, M.R.C.S., L.R.C.P Telephones—TEIGNMOUTH 289 and 537 


RUTHIN CASTLE, NORTH WALES 


A Private Clinic, the first in Great Britain, for investigation and 
treatment of all forms of disease, except infectious and mental 


Nursing, dietetic, massage, x-ray and laboratory departments Central heating and a lift to ail floors 
Apply SecrEeTary Telephone: Ruthin 66 


Northampton 4354 (3 lines)), who 














Inclusive charges 


THE MEDICAL PROTECTION SOCIETY .uimirep 


Over 60 years experience in medical defence and protection 
Complete Indemnity granted to members in cases undertaken on their behalf 
ANNUAL SUBSCRIPTION : £1 for first three years for newly qualified entrants and £2 thereafter 
Full particulars from the Secretary (Dr. Alistair French), Victory House, Leicester Sq., W.C.2. Gerrard 4553 and 4814 


























Vacancies 

ACADEMIC AND EDUCATIONAL Page | South West Met. R.H.B. Locum P.-t. Harefield, Middx. Reg. 50 
SECTION 4t = H.M.O. 1 a Cons. . ‘shiethe « 45 Hounslow Chest Cmte. & R m 50 
Stockton-on-Tees. s n ley. leton. Jr. H. ‘0. 50 

ae, i 18. Sr. H.O. 46 Thornaby. Sr. H.O.. 53 | Lochmaben Chest. Dumfriesshire. Jr. 
Royal National T x “cE. W. Reg... 46 Stoke-on-Trent. City Gen. Sr. H.O.. 54 H.M.O. 51 
St. g7-- St. Pauls & St. Philip's Northern Ireland Hosps. Auth. Reg. 55 | Maidstone. Preston Hall. Jr. H.M.0. 52 
Wed p's, 4¢| U-5S.A. Cambridge, Mass. Residencies 55 Middlesbro Poole. Sr. H.O. or pe 

Re re CASUALTY 
Birmingham HE NE: io. °. $5] St Charles’, W.10. Se. H.O.. 46 MINS Essex. Locum Reg... 52 
ury & Rossendale H.M.C. Jr. Brighton. F es Sussex “County. Skipton. Grassington. Sr. H.O 54 
aMO. 48] Locum H.O 48 | DERMATOLOGY 
Epsom Dist. Sr. H.O.. 49| Cardiff. St. David's. Sr. H.0 48 | Middlesex, W. }- Sr. Reg. 45 
Ipewieh & East Suffolk. Sr. H.O. 50 | Colchester Group H.M.C. Sr. H.0.’s 49 | Sheffield R.H 53 
Kingston, Su Surrey. Reg. 50 ~~ Royal aenioad womty. Sr. a Northern ireland Hosps. nih. Reg. 55 
50 . EAR, NOSE, AND THRO. 

Manchester 3 HB. P.-t. Sr. H.M.O. 45] Hertford County. Sr. -- 50} Metropolitan E.N.&T. we e. H.O. 45 
Newcastle R.H.B. Sr. Reg. . . 52] Reading & Dist. H.M. ¢ ‘Sr. H.0. 52 Middlesex, W.1. Sr. Reg. ‘ . 46 
Romford. Oldchurch. Sr. H.O. 52| Richmond, Surrey. Royal. Sr. H.O. 52 | St. James’, S.W.12. Locum Reg. |. 46 
Scotland. Western R.H.B. Sr. Reg. 53] Slough. Upton. Locum 54 | St. James’, S.W.12. .. 46 
& Reg. St. Helens & Dist. H.M.C. “Sr. H.O. 54 irmingham United Hos . Sr. Reg. 47 

Shrewsbury. Royal | “Salop “Infy. & CHEST AND TUBERCULOSIS Dudley, Stourbridge & P.-t. 
Copthorne. Sr. H.O ‘ 53 wey Hosp. & P.G. ase Clin. Asst. ne 
Reg. 54 School, W.12. Sr. H.M.O. .. 44 * Glasgow. Victoria Infy. H. oO. ~ oe ee 


South East Met. R.H.B. 
42 
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iietiondes, Middx. Reg. 
Tpswi ich & a Suffolk. H.0. 


yt we. Sr. H.O. 
Nottnoten Gen. Sr. H.O 
Shrewsbury. Eye, psd & Throat. 
Sr. H.O. és 


GERIATRICS 
Caeser amen Hosp., 
Reg. ra : 





W.C.1. 


HEMATOLOGY 
North aa ae Transfusion 
Centre. Jr. H 


INFECTIOUS DISEASES 

Eastern (Fevers), E.9. H.O... on 
Irvine. Ayrshire Central: Jr. H.M.O. 
Lancaster. Beaumont. Sr. H.O. 
Portsmouth Group H.M.C. Sr. H. 0. 
Scotland. Western R.H.B. Sr. Reg. 
Stockport. Cherry Tree. Sr. H.O... 


MEDICINE 
Acton, W.3. Sr. H.O.. 
Hampstead Gen., N. W.3. — Pre- “ree. 


South East Met. R.H. ‘B. Reg. 
St. George’s, 8.W.1. Sr. H.O 

St. James’, S.W.12. Reg. & Sr. H.O. 
St. Leonard’s, N.1. H.O. X ‘ 
U tamed College aad “W.C. 1. 


Ww al Cross, E.11. H.O. 
prema. North Devon Infy. H.O. 
Birmingham U iy Hosps. Sr. Reg., 
Reg. or Sr. H.( ‘ 
Blackpool. Visioria. Pre-reg. H.O.’s 
s- T saph Sussex C a = 


reg. 
Cambridge. Addenbrooke’s. “HO. 
Cardiff. Royal P cease dics & Sea- 
men’s. Sr. H.O 
Chelmsford. St. John’s. H.O. 
Chichester. Royal West Sussex. H. 0. 
Cuckfield, Sussex. Sr. H.O. 7 
Doneaster. Western. Jr. H.M.O. 
Driffield. East Riding Gen. a 
Enfield. Chase Farm. H.O. 
Hove Gen. Pre-reg. H.O 
King’s Lynn. Wes est, Norfotk & King’s 
Lynn Gen. - H.¢ 
Leeds R.H.B. itegs. 
Liverpool United as Reg. 
Liwynpia, Rhondda Bess 
Manchester R.H.B. Reg. 
Pontefract Gen. Infy. H. O.. 
Romford. Victoria. H.O. 
Scotland. South-Eastern R.H.B. Reg. 
Scotland. Western R.H.B. Sr. Reg. 
Shrewsbury. Royal Salop Infy./ 
Copthorne. H.O. .. e< Py 
Stockton & 


Stockton-on-Tees. 
Thornaby. H.O 

Stoke-on-Trent. North Staffs Royal 
Infy. Pre-reg. H.O. 

Workington Infy. 
Sr. H.O, 

Sydney. Royal: “South 1 Sydney Hosp. 
Med. Supt. 


NEUROLOGY 
National Hosps. for Nervous Diseases. 


Sr. Reg. “ee iP NY 
South East Met. R.H.B. Regs. 
OBSTETRICS AND GYNZCOLOGY 


East End Maty., E.1. Sr. H.O. 
= Garrett Anderson, bon Wat. 
18) é 


Marie Curie, N.W.3. Sr. H.O.. 

North Middlesex, N.18. H.O 

Queen Mary’s Hosp. for the East End, 
E.15. Sr. H.O. & H.O. 

Birmingham United Hosps. H.O. °. 

Birmingham United Hosps. Sr. Reg. 

Blackburn & Dist. H. ~ C. Sr. re. d 

Cardiff H.M.C. Sr. H.O ° 

Cuckfield, Sussex. H. 

King’s Lynn. West Nortolk & King’ 8 
Lynn Gen. H.O. hid 

Louth. County. Sr. H.O. 

Manchester R.H.B. Reg. 

Newmarket Gen. Sr. H.O. 

Peterborough Mem. H.O. .. 

Reading Combined Hosps. H.O. ‘an 

a: by-Sea. Southlands. Sr. 

Shrewsbury. Royal Salop Infy. & 
Copthorne. Sr. H.O. a 

Stoke-on-Trent. City Gen. ‘Sr. H.O 

Stoke-on- tag North —— Royal 
Infy. Sr. 

Waewe.s Garden’ City” Maty. ‘Locum 

eg 


OPHTHALMOLOGY ; 
Oxford R.H.B. Locum P.-t. Cons. .. 
Romford Group H.M.C.  P.-t. Clin. 


Asst. 6 s¢ és 
Romford. Oldchurch. Sr. H.O. 


Pre-reg. “#H.O. or 


50 
50 
51 
52 
53 


47 


47148 


45 


53 
53 





Scotland. Western R.H.B. Sr. Reg. 
Northern Ireland Hosps. Auth. Reg. 


ORTHOP ZDICS 
age National Orthopedic, W.1. 


Ogs. 
Ascot. Heatherwood Orthopedic. 


Locum Reg. P 
Boverey., Westwood. | H.O. 
ae —— on” -reg. ‘H.O.: 
Caerp illy. Pre-reg. 
Colchester Group a LO. 


“H.O. & 
Locum ; 
Cuckfield, Sussex. Sr. H.O. ; 
Edinburgh. Princess Margaret Rose 
Orthopeedic. Sr. H.O.” 
Ghose. Victoria Infy. Sr. H.0. & 
’s 


Ipswich & East Suffolk. Sr. H.O. 

Leeds R.H.B. Reg. 

Manchester R.H. 4 Locum Reg. 

Manchester R.H.B Pas. 

Northampton Gen. AAC 

Northampton. Manficld Orthopedic. 
Sr. H.O. 

Nottingham Gen. Sr. H.O. 

—:. ae Orthopedic Centre. 
Sr. 

Plymouth. Mount Gold. Sr. 'H.O 

Southampton. Royal South Hants. 


H.O. & Sr. H.O. 

Stoke-on-Trent. _ North Staffs Royal 
Infy. Sr. H. 
as 7 pth -Trent. Orthopedic. Sr. 


Worksop, Victoria. Reg. a 
Wrexham. War Mem. Sr. H.O. .. 
Northern Ireland Hosps. Auth. Reg. 


PZDIATRICS 


Children’s, 8. F. 26. H.O. 

Middlesex, Reg 

Queen Hlizabeth Mowe for Child. M.C. 
Sr. H.O.’s 

Queen Mary’ Ss Hosp. for the Fast End, 


0.15. 
Chelmsford. St. John’s. H*°0. 
dgware Gen. 
Glasgow. Royal Hosp. for Sick Child. 
Jr. H.M.O. 
as Hempstead. West Herts. Sr. 


H.O 
Liverpool United Hosps. 
Manchester. Duchess 1 York Hosp. 
for Babies. H.O. ah 
Sheffield United 7“ 
South East Met. 


PATHOLOGY 
Central Middlesex. Sr. Reg. 


“a B. as 


Queen Charlotte’s Mate (Bernard 
Baron Mem. Res. Labs.). “ 

Beverley. Westwood. Sr. H.O 
Birmingham United Hosps. Sr. H.0. 
Blackburn & Dist. H.M.C. Sr. H. - 
Manchester R.H.B. Regs. ‘ 
Newcastle R.H.B. Reg. 
Reading Area Hosps. Sr. H.O 

Sr. Reg. | & 


Sheffield United Hosps. 
Reg. .. - o> 


PHYSICAL MEDICINE 


Manchester R.H.B. Reg a 
Nerthern Ireland Hosps. Auth. Reg. 


PLASTIC SURGERY 


Leeds R.H.B. Reg 
Scotland. ‘Western RH.B. ‘Sr. Reg. 


PSYCHIATRY 
North Middlesex, N.18. 


H.O. 
Westminster, 8. W.1 Reg. . ‘3 
Bolton & Dist. H.M.C. Sr. H 
Bristol Ss -ge H.M.C, es " MO. 


Sr. H ‘ 
Carlisle. Garlands. Sr. H.O. - 
Glasgow. North- Eastern Mental 

Hosps. B.O.M. Sr. H.O. 
Greenock. Ravenscraig. Jr. H.M. 0. 
Lancaster Moor. Jr. H.M.O. .. 
Leeds 


-H.B. Regs. 
Leek, Staffs. St. Edward's. Jr. H.M.O. 
Leicester. Carlton Hayes. Ny a on 
Montrose. Royal Mental. a -M.O. 
Newcastle R. Reg. . x 
land. Western Re i. p. Reg. ei 
South West Met. R.H.B. C al 
South West Met. R.H. B. Oene. - 
Deputy Phys.-Supt. 
South-Western R.H.B. Sr. H.M.O. 
St. Albans. Hill End. agg 
Warlingham Park, Surre Reg. 
0.. 
Sr. H.O. 


Warwick. Central Mental. 
Northern Ireland Hosps. Auth. Regs. 


— rr 


Wickford, Essex. ag 
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53 
55 
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50 
50 
51 
51 


52 


52 
52 


52 
52 


53 


51 
55 


50 
53 





RADIOLOGY 
Middlesex, W.1. Sr.” Reg. 
East Anglian R.H.B. Reg. . 


Horsham, Sussex. Locum 4 +. Cons. 
Sheffield R.H.B. Cons. ’ 


RADIOTHERAPY 

a Northern Group of Hosps. 
Sr. ’s 

Manchester. Christie Hosp. & Holt 
Radium Inst. Sr. H.O. 


SURGERY 
Hagpgeteas Gen., N.W.3. 


Metropolitan, E.8. H.6 

ne” 6 Ww. 4 = North West Met. 
Sr. os 

Middlesex, Wl, 

St. George’ », ; at. 1. Reg. 

Alton Gen. oe 

Barnstaple. Ree. Devon Infy. H.0O. 

Peay -Furness. ins came 


Batley. Gen. H.O 

Bexhill, Sussex. Pre- -reg. H.O. 

Birmingham R.H.B. Reg. 

Bishop’s Stortford. Herts & Essex 
Gen. H.O. 

Bournemouth. Christchurch. H.0.. 

Bournemouth. Royal Victoria. H. 0. 

3 ome Sussex County. Pre- 


reg. 
Bristol U nited Hosps. *P.-t. Gons. 
Burton-on-Trent Gen. _— hy 
Burton-on-Trent Gen. 0. 
Chichester. Royal West roses H.O, 
Derby. City. Pre-reg. H.O. or ™, 
H.0. & Sr. H.O a3 
Dorking Gen. ‘nol ‘LO. 
East Anglian R.H.B. Reg. 
Enfield. Chase Farm. H.O. .. &% 
Enfield. Chase Farm. Pre-reg.-H.0. 
en Royal Devon & Exeter. 


Reiuatae cn 





Grantham & Kesteven Gen. Reg. 
Hereford Gen. Pre-reg. H.O.. 

Hitchin. Lister. H.O.. 

Hitchin. mores Herts. H.O. 


Hove. Gen. reg. H.O. 
pessoens Roy alt Infy. H.O. - 
Hull. Victoria Hosp. for Sick Child. 


Leamington Spa. Warneford Gen. 
Macclesfield. H.O. 
ray Booth Hall Child’s. Sr. 
Manchester it H.B. Locum P.-t. Cons. 
Manchester R.H.B. 
Morecambe. Queen Victoria. ‘Sr. H. 0. 
Seer mesa He eg Sr. H.O.. 
Hoohdale tare Batt — H.O. ce ee 
nom le Infy. H.O... ji aé 
alisbury Gen. Locum H.O e 
Salieb Gen. Sr. H.O. or H.O 
Scotland. North-Eastern R. xa 3. Sr. 


H.M.O. 
Scotland. Western R.H.B. 
Shrewsbury. Royal 2 soe Cop- 
thorne, oO. 


Slough. Upton. Locum H.O.. 

Southampton. Royal South Hants. 
Locum Sr. Reg. & H.O. 

Southend-on-Sea. Gen. 

& Locum Sr. H.O. 

Stockport & Buxton H.M.C. | H.0.’s 

a -Trent. City Gen. Pre-reg. 

mt Sig rep Sap — 
nfy. Sr. H. . 

St. Albans City. Locum 

St. Helens & Dist. H.M.C. sr. H.O. 


or H.O. ‘4 
Torquay. Torbay. Sr. H.O. |. be 


THORACIC omy, 57% 

North Middlesex yay: seein ape 
Royal Masonic, W.6. 
St. Charles’, W.10. sn 11.0. 
Liverpool. Aintree. Sr. H. 0.. 


GENERAL 

Canada. Royal Victoria, Montreal. 
Jr. Internship & Residencies 

Ibadan, Nigeria. Cares College 
Hosp. H.O.’s 


PUBLIC APPOINTMENTS 
GENERAL F RACTICE 
MISCELLANEOUS 


The Terms and Cond 
H Medical and Dental St 
posts 


Locum Sr. 


all N.H.S. peop din By ui 
candidates may 
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Academic and Educational 


UNIVERSITY OF LONDON 
(BRITISH POSTGRADUATE MEDICAL FEDERATION) 
INSTITUTE OF NEUROLOGY (Queen-square) 





A COURSE OF LECTURES on “ Neurological Disorders in 
Children *’ will be given in the Lecture Theatre at The National 
Hospital, Queen-square, London, W.C.1, on WEDNESDAYS at 
5.30 p.m. on the following dates :— 

Wednesday .. Hydrocephalus as ..Dr. J. HAMILTON 


9th Oct. PATERSON 
Wednesday ..The Spastic Child .. ..Dr. JOHN FOLEY 
16th Oct. 


-Heredo-familial Degen-..Dr. PauL SANDIFER 
erative Disorders 


Generalised Infections ..Dr. 


Wednesday . 
23rd Oct. 
Wednesday .. 
30th Oct. 
Wednesday .. 
6th Nov. 
Wednesday . 
13th Nov. 
Wednesday .. 
20th Nov. 


HELEN DIMSDALE 
Localised Infections and..Dr. R. A. HENSON 
Infestations 
.-Metavolic and 

Disorders 
Intracranial Neoplasms ..Mr. 


Toxic..Dr. MICHAEL KREMER 


HARVEY JACKSON 


Wednesday ..The Epilepsies .Dr. DENIS WILLIAMS 
27th Nov. 

Wednesday ..Trauma 49 - ..Mr. KENNETH TILL 
4th Dec. 

Wednesday .. Disorders of Muscle ..Dr. JOHN MARSHALL 
lith Dee. 

Wednesday ..Endocrine Disorders in..Dr. ALEX RUSSELL 
18th Dec. Neurology 


The fee for the full course will be 3 guineas, or for a single 
lecture 7s. 6d. 

Tickets may be obtained on application to the Dean, 
of Neurology (Queen-square ), The National Hospital, 
square, London, W.C.1. 

EDINBURGH POST-GRADUATE BOARD FOR 
MEDICINE 


Institute 
Queen- 


A COURSE IN GASTROENTEROLOGY will be held at the Western 
General Hospital, Edinburgh, from 10TH to 18TH MARCH, 
1958, by the staff of the Gastroenterological Unit. This course 
is intended for both physicians and surgeons, preferably those 
who already hold a higher diploma. The class is limited to not 
more than twenty students ; fee, £15. 

Applications for enrolment should be received before 10th 
February, 1958, by the Director of Studies, Edinburgh Post- 
Graduate Board for Medicine, Surgeons’ Hall, Edinburgh, 8. 
Further particulars can be supplied on application. 

TANCRED’S STUDENTSHIPS 
DIVINITY : MEDICINE : LAW 
£100 p.a. each. For men only. 


The Governors propose to elect 1 Student in Divinity at 
Christ’s College, Cambridge, on the result of the Scholarship 
Examinations to be conducted in DECEMBER, 1957, by the 
Queen’s, Christ’s, St. John’s, Emmanuel and Sidney Sussex 
Group of Colleges in the University of Cambridge. 

Candidates must have been born in England, Scotland or 
Wales and be members of the Church of England and unmarried ; 
they must also be within the ages of 17 and 22 years. 

Candidates should in addition to making the necessary arrange- 
ments with the Managers of the above Scholarship Examinations 
send in a Petition to the Clerk to the Tancred Foundation by 
Ist November, 1957. 

The Foundation also awards Studentships in Physic and Law, 
further details of which will be published in this paper at a 
later date. 

Apply for further particulars and form of Petition stating 
kind of Studentship and mentioning is bn to the Clerk, 
R. M. C. Howarp, Esq., D.8.0., incoln’s Inn- fields, 
London, W.C.2. 

INSTITUTE OF CHILD HEALTH 
UNIVERSITY OF LONDON 





DILLWYN M. FE. THOMAS, F.R.C.8., Consultant Thoracic Surgeon, 
The United Cardiff Hospitals and Welsh Regional Hospital 
Board, will deliver the ALEX SIMPSON SMITH LECTURE for 1957 
on TUESDAY, 8TH OCTOBER, 1957, at 5 P. M. at The Hospital for 
Sick Children, Great Ormond- street, Wl 

Subject: ‘“‘Thoracotomy Findings in Primary Tuberculosis.’ 

Admission by ticket only. 

Apply : The Dean, Institute of Child Health, The £ eee 
for Liaw Children, Great Ormond-street, London, w.c 


AMENDED NOTICE 
BRISTOL, D.P. mM. it COURSE 





There will be an 8-WEEK COURSE beginning in OCTOBER, 1957, 
suitable for part If D.P.M. The course consists of lectures, 
demonstrations and tutorials in clinical subjects at Barrow 
Hospital, Bristol. 

The fee is £10. 

Application should be made 
Dean, University of Bristol. 


AMENDED i 1TES 
L.M.8.8.A 


to the Medical Postgraduate 


14th October, 11th 


FINAL EXAMINATION : MEDICINE, 
November, 9th December, 1957. SURGE RY, 14th October, 11th 
November, 9th December, 1957. MIDWIFERY, 15th October, 


PATHOLOGY, 15th 
MASTERY OF 
IN INDUSTRIAL 


Black 


December, 1957. 
10th December, 1957 
DIPLOMA 


12th November, 10th 
October, 12th November, 
MIDWIFERY, May and November. 
Heauru, July and December. 

For regulations apply REGISTRAR, 
Friars-lane, London, E.C.4. 
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Apothecaries Hall, 





ST. MARY’S HOSPITAL MEDICAL SCHOOL (Univer- 
SITY OF LONDON), Paddington, W.2. Applications are invited 
for the post of LECTURER in the Pediatric Unit for a period 
of 3 years. The duties will be primarily research and teaching 
with clinical work as well. Laboratory facilities and technical 
assistance are available. Salary within the scale £1150—£100-— 
£1750, together with superannuation under the F.S.S.U. (or 
National Health Service) and children’s allowance. 

Applications (2 copies), together with the names of 3 referees. 
should be sent before 30th September, 1957, to the Secretary, 
from whom further particulars may be obtained. 

THE UNIVERSITY OF MANCHESTER. Applications 
are invited for the post of LECTURER or ASSISTANT 
LECTURER in the Clinical Section of the Rheumatism Research 
Centre. Salary: Lecturer, on a scale rising to £2150 p.a 
Assistant Lecturer, £900-£100-£1300 p.a. Status and initial 
ony according to qualifications and experience. Membership 
of the F.S.S.U. and children’s allowance scheme. 

gg eee should be sent not later than Ist October, 1957, 
to the Registrar, the University, Manchester, 13, from whom 
further particulars and forms of application may be obtained. 
UNIVERSITY OF EDINBURGH. Department of Patho- 
LoGy. Applications are invited for 2 LECTURESHIPS in the 
Department of Pathology. Salary scale £900—£100-—£1900 p.a. 
(efficiency bar at £1300), with placement according to experience 
and qualifications, and with superannuation benefit and family 
allowance where applicable. 

Further particulars may be obtained from the undersigned, 
with whom applications, giving the names of 2 referees, should 
be lodged not later than 28th September, 1957. 

CHARLES H. STEWART, Secretary to the University. 

August, 1957. 

THE QUEEN’S UNIVERSITY OF BELFAST. Applica- 
tions are invited for a CIBA FELLOWSHIP IN BIOCHEM- 
ISTRY in the Department of Surgery. The applicant should 
hold an honours B.Sc. or its equivalent. Some knowledge of 
physiology is desirable. The Fellow will be required to work as 
a member of a team investigating endocrinological —— 
related to surgery and will be encouraged to work for a higher 
degree. The appointment will be made for 2 years in the 
first instance. Salary #£550-£600. F.S.S.U. and National 
Insurance contribution paid. 

Applications should reach the Secretary of the University by 
28th September, 1957 
UNIVERSITY « COLLEGE, Ibadan, Nigeria. Applications 
are invited for SENIOR LECTU RESHIP IN ANATOMY. 
Salary scale (medically qualified) £1700-£100-—£2200 A. 
pi on initially 3 years to commence as soon as possible. 
Allowance for up to 3 children £50 p.a. per child resident in 
Nigeria, £100 p.a. per child resident elsewhere. Part-furnished 
accommodation at rent not exceeding 7:7 % of salary. Passages 
for appointee, wife and up to 3 children a. hy years, on 
pe emeeny overseas leave and termination. S.U. Outfit 
allowance £60. 

Detailed applications (10 copies), naming 3 referees, by 14th 
October, 1957, to Secretary, Senate Committee on Colleges 
Overseas in Special Relation, Senate House, London, W.C.1, 
from whom further particulars may be obtained. 


Hospital Services : Senior Appointments 


HAMMERSMITH HOSPITAL AND POSTGRADUATE 
MEDICAL SCHOOL, Ducane-road, London, W.12. Applications 
invited from candidates holding a higher medical — fication, 
having wide experience in the diagnosis and treatment of 
pulmonary diseases, for the whole-time post of ASSISTANT 
CHEST PHYSICIAN (Senior Hospital Medical a ieee 
in the Hammersmith Chest Clinic, Hammersmith ital 
Candidates should preferably have had previous pn mn of 
way 3 clinic and/or sanatorium practice. Candidates may visit 
the Chest Clinic by appointment with the Chest Physician. 

Applications, stating age, ane oxpetense. names of 3 
referees, to Secretary, Board of Governors, The Hammersmith, 
West London, and St. Mark’s Hospitals, Ducane-road, London, 
W.12, by 30th September. et 
ROYAL MASONIC HOSPITAL, Ravenscourt Park, 
London, W.6. ey are invited from Fellows of one of 
the Royal Colleges ns for the appointment of CON- 
SULTANT THORACIC 5 RGEON at the above Hospital as 
from on or about Ist , ob 1958. Candidates must be engaged 
in consulting practice and well established in their profession. 

Applications, giving detailed information and the names and 
addresses of 3 referees, should reach the undersigned (from whom 
further information may be obtained) on or before 12th October, 

57. R. E. LAWSON, Secretary and House Governor. 
BRISTOL. UNITED BRISTOL HOSPITALS. Applica- 
tions are invited for the post of CONSULTANT SURGEON 
(maximum part-time) to the United Bristol Hospitals, who will 
also be accorded an honorary contract by the South-Western 
Regional Hospital Board. The terms and conditions of service 
negotiated between the Ministry and the Profession apply, and 
the successful applicant will be required to start on Ist June, 
1958. Experience of surgery of children would be an advantage. 

Applications, stating age, qualifications, and experience, 
together with the names of 3 referees, should be sent to the 
Secretary to the Board, Royal Infirmary, Bristol, 2 (from 
whom further particulars can be obtained) by 7th October, 1957. 
MANCHESTER REGIONAL HOSPITAL BOARD. Appli- 
cations are invited for the post of Locum CONSULTANT 
SURGEON (8 notional half-days per week) with the Stockport 
and Buxton Hospital Management Committee. The main duties 
will be at Stockport Infirmary and Stepping Hill Hospital. 
Salary according to individual status. 

Applications, stating age, qualifications and details of appoint- 
ments held, together with the names of 2 referees, to the 
Secretary, Stockport and Buxton Hospital Management Com- 
mittee, 59B, Shaw-heath, Steckport. 
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MANCHESTER REGIONAL HOSPITAL BOARD. Maxi- 
mum Part-time ASSISTANT ANAESTHETIST (Senior Hospital 
Medical Officer) to the Barrow and Furness Hospital Centre, 
mainly at North Lonsdale Hospital, Barrow. Wide experience 
and higher qualifications essential ; appointee to live in or near 
Barrow. 

Application forms from the Senior Administrative Medical 
Officer to the Board, Cheetwood-road, Manchester, 8, to be 
returned by Ist October, 1957. ~ 
HORSHAM HOSPITAL, Sussex. Locum Radiologist. 
1 consultant half-day session per week required for indefinite 
period (at least 3 months). 

Apply to the Group Secretary, Redhill Hospital Management 
Committee, Earlswood Mount, Pendleton-road, Redhill, Surrey. 
OXFORD REGIONAL HOSPITAL BOARD. Locum 
CONSULTANT in Ophthalmology, 4 sessions weekly, Aylesbury 
area from Ist October. 

Apply immediately, stating age, qualifications, experience and 
names of 2 referees, to Secretary, 43, Banbury-road, Oxford. 
SCOTLAND. NORTH-EASTERN REGIONAL HOS- 
PITAL BOARD. Applications are invited for a whole-time appoint- 
ment in the grade of SENIOR HOSPITAL MEDICAL OFFICER. 
Approximately half of the duties are in the Artificial Limb and 
Appliance Centres in Aberdeen and Inverness, the remainder 
me A in the Surgical Units of the Aberdeen General Hospitals 
Board. 

Applications, together with the names of 2 referees, should be 
forwarded by 5th October, 1957, to the Senior Administrative 
Medical Officer, 1, Albyn-place, Aberdeen, from whom further 
particulars and a form of application may be obtained. 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time CONSULTANT RADIOLOGIST required. Duties mainly 
at Nottingham General Hospital. 

Application forms and further details from Senior Adminis- 
trative Medical Officer, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, 10. Forms to be returned by 5th 
October, 1957. es ae 
SOUTH-WESTERN REGIONAL HOSPITAL BOARD. 
STONE PARK HOSPITAL GROUP (MENTAL DEFICIENCY), BRISTOL. 
Applications are invited for the appointment of ASSISTANT 
PSYCHIATRIST to the Stoke Park Hospital Group (1872 
Beds). The appointment will be on a whole-time basis in the 
Senior Hospital Medical Officer grade. The successful candidate, 
who will work under the general direction of the Medical Super- 
intendent, should possess the D.P.M. Previous experience in 
mental-deficiency work is essential. Temporary unfurnished 
accommodation will be available. 

Applications (12 copies), stating date of birth, qualifications 
and experience, together with the names and addresses of 2 
referees, should be sent to the Secretary of the Regional Hospital 
Board, 27, Tyndalls Park-road, Bristol, 8, not later than 30th 
September, 1957. heck re] 
SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD requires Whole-time CONSULTANT PSYCHIA- 
TRIST at Netherne Hospital, Coulsdon, Surrey. Candidates 
should possess the D.P.M. and a higher medical qualification. 
Appointment includes responsibilities at outpatient clinics and 
duties at all hospitals in the Group, including Annexe at 
Bletchingly. 

Applications by letter (5 copies), giving date of birth, qualifi- 

cations, experience, and names of 3 referees, to Secretary (S.1), 
South West Metropolitan Regional Hospital Board, 11a, Port- 
land-place, W.1, by 12th October, 1957. Applicants may visit 
Hospital by local arrangement. 
SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD requires Whole-time CONSULTANT PSYCHIA- 
TRIST for Warlingham Park Hospital, Warlingham, Surrey, 
and for its extramural mental health services. Candidates 
should possess D.P.M., and a higher medical qualification. 
Experience in child psychiatry and/or group therapy would be 
an advantage. Successful candidate will be required to live near 
the Hospital. 

Applications (5 copies), giving date of birth, qualifications, 
experience, and names of 3 referees, to Secre (8.1), South 
West Metropolitan Regional Hospital Board, 114, Portland- 

lace, W.1, by 12th October, 1957. Applicants may visit 

ospital by local arrangement. ae 

SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD requires Whole-time CONSULTANT PSYCHIA- 
TRIST at Long Grove Hospital, Epsom, Surrey. Candidates 
should possess D.P.M. and a higher medical qualification, and 
have wide knowledge of psychiatry, with special emphasis on 
modern mental hospital practice, outpatient work and social 
psychiatry. i 

Applications by letter (5 copies), giving date of birth, qualifi- 
cations, experience, and names of 3 referees, to ‘won (8.1), 
South West Metropolitan Regional Hospital Board, 11a, 
Portland-place, W.1, by 12th October, 1957. Applicants may 
visit Hospital by local arra t 
SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD requires Whole-time CONSULTANT PSYCHIA- 
TRIST AND DEPUTY PHYSICIAN-SUPERINTENDENT 
for the Old Manor Hospital, Salisbury (650 Beds), which forms 
part of the Knowle Group of hospitals, but has its own catch- 
ment area, outpatient clinics, &c. Candidates should possess 
the D.P.M. and a higher medical qualification. Successful 
eandidate will be expected to undertake the medical adminis- 
tration of the Hospital under the direction of the Physician- 
Superintendent of the Group, and should have wide experience 
in mental hospital psychiatry and outpatient work. 

Applications by letter (5 copies), giving date of birth, qualifi- 
cations, experience, and names of 3 referees, to ae en’ f (8.1), 
South West Metropolitan Regional Hospital Board, 11a, 
Portland-place, W.1, by 12th October, 1957. Applicants may 
visit Hospital by arrangement with the Physician-Superintendent 
of Knowle Hospital, Fareham, Hants. 























SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD requires a Locum Tenens AN £STHETIST of 
Senior Hospital Medical Officer or Consultant status for the Isle 
of Wight Group of hospitals from 18th October to 6th November 
1957. The appointment will be for 9 sessions weekly an 
remuneration will be in accordance with the terms and conditions 
of service of hospital medical and dental staff. 

Applications, stating age, qualifications and experience and 
the names and addresses of 2 referees, to the Area Secretary, 
Highcroft, Romsey-road, Winchester, by 24th September, 1957. 
SYDNEY. ROYAL SOUTH SYDNEY HOSPITAL, 
Joynton-avenue, ZETLAND, SYDNEY, AUSTRALIA. (Acute Hos- 
pital of 100 Beds.) Applications are invited from registered 
medical practitioners for the position of MEDICAL SUPER- 
INTENDENT at the above Hospital, situated in a large industrial 
area. Total attendances Casualty and Outpatients Department 
—61,000 per year. Accommodation available at the Hospital 
for a single man. Salary in accordance with determination 
approved by the Hospitals Commission of N.S.W., at present, 
£A2014 p.a., less £188 a year for board and residence. 

Applications endorsed ‘* Medical Superintendent,” stating age, 
qualifications, experience, nationality and niarital status together 
with copies of 3 testimonials, to be forwarded to reach the 
undersigned not later than Ist October, 1957. The successful 
applicant will be required to commence — during January, 


1958. R. T. WRIGHT, 
Secretary and Chief Executive Officer. 


Hospital Services : Junior Appointments 
ACTON HOSPITAL, Gunnersbury-lane, W.3. Senior 
HOUSE OFFICER (resident) required from Ist October, 1957, 
for inpatient duties ; mixed specialties. 

Applications to Hospital Secretary within 7 days. 
CENTRAL MIDDLESEX HOSPITAL. North West 
METROPOLITAN REGIONAL HOSPITAL BOARD. Whole-time NON- 
RESIDENT SENIOR REGISTRAR required in Morbid 
Anatomy and Histology Department. Applicants may visit the 
Hospital by direct appointment with the Morbid Anatomist. 

Application forms obtainable from, and returnable to, the 
Secretary, Central Middlesex Group Hospital Management 
Committee, Acton Lane, Park Royal, London, N.W.10, by 5th 
October, 1957. ’ 
CHILDREN’S HOSPITAL, Sydenham, 8S.E.26. House 
OFFICER (medicine and surgery) required 29th October. 
Recognised for D.C.H. 

Apply, naming 2 referees, to Administrative Officer by 18th 

September. 
EAST END MATERNITY HOSPITAL, 384/398, Com- 
mercial-toad, London, E.1. (58 Beds.) RESIDENT OBSTET- 
RICAL OFFICER (Senior House Officer grade). Recognised 
for M.R.C.0.G. Post vacant Ist November, 1957. 

Applications, with copies of not more than 3 testimonials, 
to be sent to the ee Stepney Group Hospital Management 
Committee, Mile End ospital, Bancroft-road, London, E.1, 
not later than 24th September, 1957. 

EASTERN HOSPITAL (Fevers), London, E.9. Registered 
HOUSE PHYSICIAN. Duties may include some work in Chest 
Unit. Facilities for postgraduate study for higher Lm I are 

Applications to Group Secretary, Hackney Hospital, London, 
E.9, by 21st September, quoting EH/HO. 
ELIZABETH GARRETT ANDERSON HOSPITAL, 
Euston-road, N.W.1. (ROYAL FREE HOSPITAL GROUP.) Applica- 
tions are invited from pre-registration and tered Women 
medical practitioners for the post of HOUSE SURGEON to 
Gyneecological Department (recognised for M.R.C.O.G.). Duties 
to commence Ist November, 1957. Appointment for 6 months. 
Salary in accordance with Ministry of Health scale for House 


cers. 

Applications, with copies of 3 recent testimonials, should be 
sent to the Secretary, Elizabeth Garrett Anderson Hospital, by 
25th September, 1957.00 s 
HAMPSTEAD GENERAL HOSPITAL, Haverstock-hill, 
N.W.3. (ROYAL FREE HOSPITAL GROUP.) Applications are 
invited for the following pre-registration posts :— 

HOUSE PHYSICIAN. 


HOUSE SURGEON, ‘ 

—_ — lst October, 1957, and tenable for a period of 
montnas. 

Application forms may be obtained from the Secretary, to 
whom they should be returned together with copies of 3 recent 
testimonials, by 18th September, 1957. 

AMENDED ADVERTISEMENT 

MARIE CURIE HOSPITAL, 66, Fitzjohn’s-avenue, Hamp- 
stead, N.W.3. GYNASCOLOGICAL HOUSE SURGEON 
(radiotherapy), resident, required immediately. Senior House 
Officer grade. 
a pepe, with copies of testimonials, to the Administrative 

cer. 
METROPOLITAN EAR, NOSE AND THROAT HOS- 
PITAL at ST. MARY ABBOTS HOSPITAL, Marloes-road, Kensington, 
W.8. HOUSE SURGEON (E.N.T.) required. Post recog- 
ae for D.L.O. Resident appointment for 6 months in first 
instance. 

Applications immediately on forms obtainable from the 
Hospital Secretary (L84), at St. Mary Abbots Hospital. 
METROPOLITAN HOSPITAL, Kingsiand-road, London, 
E.8. (General—146 Beds.) Applications are invited for the post 
of HOUSE SURGEON from provisionally or fully registered 
candidates, stating age, nationality, qualifications and experi- 
ence, together with copies of 3 testimonials to the Hospital 
Secretary by 19th September, 1957. ~ 
MIDDLESEX HOSPITAL, W.1. Applications invited 
for post of SENIOR REGISTRAR in Dermatology, vacant 
lst January. 

Rules and orien forms obtainable from Deputy Super- 
intendent sho be returned, naming 2 referees, by 3rd October. 
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MIDDLESEX HOSPITAL, W.1. Applications invited for 
post of SENIOR REGISTRAR to E.N.T. Department, vacant 
ist January. 

Rules and application forms obtainable from Deputy Super- 
intendent should be returned, naming 2 referees, by 5th October. 
MIDDLESEX HOSPITAL, W.1. Applications invited for 
post of PACDIATRIC REGISTR: AR, vacant Ist January. 

Rules and application forms, pee ee i from Deputy Super- 
intendent, should be returned, naming 2 referees, by 3rd October. 
MIDDLESEX HOSPITAL, W.1. Applications invited for 
post of SENIOR REGISTRAR in the Department of X-ray 
Diagnosis. 

Rules and application forms obtainable from Deputy Super- 
intendent should be returned, naming 2 referees, by 3rd October. 
MIDDLESEX HOSPITAL, W.1. Applications invited for 
2 posts of SURGICAL REGISTRAR, vacant Ist January. 

Rules and application forms obtainable from Deputy Super- 
intendent should be returned, naming 2 referees, by 5th October. 
MIDDLESEX HOSPITAL, W.1, AND NORTH WEST 
METROPOLITAN REGIONAL HOSPITAL BOARD. Applications invited 
for post of SENIOR SURGICAL REGISTRAR, vacant Ist 
January. Appointment will involve transfer to the Central Middle- 
sex Hospital, under the control of the North West Metropolitan 
Regional Hospital Board, for ay ag half the total tenure. 

Application forms obtainable from Deputy Superinte ndent, 
The Middlesex Hospital, should be returned, naming 2 referees, 
by 5th October. rae : 
NATIONAL HOSPITALS FOR NERVOUS DISEASES. 
Applications are invited for the full-time appointment of 
MEDICAL REGISTRAR (non-resident) at Maida Vale Hospital 
for Nervous Diseases, London, W.9. Grading as Senior Registrar. 
Preference will be given to a candidate holding a higher degree 
who intends to specialise in neurology. 

Applications, with copies of 3 recent testimonials, to be sent 
to the Secretary at Maida Vale Hospital, not later than 2nd 
October, 1957. aa 
NORTH LONDON BLOOD TRANSFUSION CENTRE, 
Deansbrook-road, EDGWARE, MIDDLESEX. JUNIOR HOs- 
PITAL MEDICAL OFFICER for full-time duties with mobile 
teams at donor sessions. The appointment is for 3 years. 
Vacant Ist October, 1957. 

Applications, giving age, qualifications, experience, and names 
of 2 referees, to Director not later than 28th September, 1957. 
NORTH MIDDLESEX HOSPITAL, Edmonton, N.18. 
OBSTETRIC AND GYNACOLOGICAL HOUSE SURGEON 
(post-registration ) required for Ist October. Post recognised 
by R.C.O.G. for diploma, and as a combined post Membership. 

Candidates must have held house appointments in medicine and 
pone Large obstetric and gynecological department. 

Applications (in own handwriting), stating age, nationality, 

qualifications, experience, with copies of recent testimonials, to 
Secretary of Hospital. 
NORTH MIDDLESEX HOSPITAL, Edmonton, N.18. 
RESIDENT ANAESTHETIST (Senior House Officer) required 
for 2ist October. Candidates should have had previous anzs- 
thetic experience. Hospital recognised for training for D.A. 
and F.F.A.R.C.S. Post offers wide experience in ansesthetics. 
pre bo nt is for 6 months in the first instance with possible 
extension to 1 year. 

Applications, stating age, nationality, qualifications, experi- 
ence, with copies of recent testimonials and/or names of 2 
referees, to Secretary of Hospital, by 24th September. 
NORTH MIDDLESEX HOSPITAL, Edmonton, N.18. 
Locum SENIOR HOUSE OFFICER for Psychiatric Unit, resi- 
dent, required for 2 weeks, starting 23rd September. Unit run 
in association with St. Bartholomew’s Hospital and Claybury 
Hospital. Candidates should have had some experience in the 
specialty. 

Applications, with full particulars and copies of recent testi- 
monials, to Secretary of Hospital. 7 ey 
NORTH MIDDLESEX HOSPITAL, Edmonton, N.18. 
Locum REGISTRAR for Thoracic Surgical Unit, required from 
23rd September to 5th November. Higher qualification in surgery 
desirable but not essential. All types of tuberculous and non- 
tuberculous thoracic surgery. 

Applications, with full particulars, and copies of testimonials 

or names of 2 referees, to Secretary of Hospital. 
QUEEN ELIZABETH HOSPITAL FOR CHILDREN 
MANAGEMENT COMMITTEE, Hackney-road, E.2, Shadwell, E.1, and 
BANSTEAD WOOD, SURREY. SENIOR RESIDENT MEDICAL 
OFFICER (Male or Female), graded Senior House Officer— 
senior of 7 House Officers in a hospital engaged in postgraduate 
and undergraduate teaching. Previous pediatric experience 
essential. Post vacant Ist November, 1957, at Hackney-road 
brarch. Appointment for 1 year. 

Application forms (obtainable from the Secretary at Hackney 

road), should be returned with copies of 3 testimonials before 
27th September, 1957. 
QUEEN ELIZABETH HOSPITAL ron CHILSREN 
MANAGEMENT COMMITTEE, Hackney-road, E.2, Shadwell, E.1 
and BANSTEAD WOOD, SURREY. SENIOR RESIDENT MEDICAL 
OFFICER (Male or Female), graded Senior House Officer— 
previous aw e .> rience essential. Post vacant Ist Novem- 
ber, 1957, at the Hospital’s country branch at Banstead. 
Appointme nt for 1 year. 

a »plication forms (obtainable from the Secretary at Hackney- 

) should be returned with copies of 3 testimonials before 
oTth September, 1957. 
QUEEN MARY’S HOSPITAL FOR THE EAST END, 
Stratford, E.15. PASDIATRIC HOUSE PHYSICIAN (Male 
or Female : House Officer, third post). Duties will include some 
work in related departments (e.g., Diabetic Clinic, &c.). 6 
months appointment comme neing 14th October, 1957, approxi- 
mately. Post recognised for D i. 

Applic: ations, with the names of 3 referees, to Hospital Secre- 
tary by 28th September, 1957. 
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QUEEN MARY’S HOSPITAL FOR THE EAST END, 
Stratford, E.15. SENIOR OBSTETRIC HOUSE SURGEON 
(Male or Female: Senior House Officer grade). 6 months 
commnencins Ist November, 1957. Post recognised for 

Applications, with the names of 3 referees, to Group Secretary, 
West Ham Group Hospital Management Committee, Stratford, 
F.15, by 28th September, 1957. 
QUEEN MARY’S HOSPITAL FOR THE EAST END, 
Stratford, E.15. OBSTETRIC HOUSE SURGEON (Male or 
Female : House Officer, third post). 6 months commencing 
Ist November, 1957. Successful candidate may be eligible for 
appointment as Senior Obstetric House Surgeon (Senior House 
. “ars ae) for the following 6 months. Post recognised for 
M.R.C.O.G, 

Applicationg, with the names of 3 referees, to Hospital 
Secretary by 28th September, 1957. 
QUEEN CHARLOTTE’S MATERNITY HOSPITAL. 
BERNARD BARON MEMORIAL RESEARCH LABORATORIES. A REG 
ISTRAR in Pathology is required at the above Laboratories. 
Previous specialised experience is not essential. The successful 
candidate will have opportunities to work in all departments, 
will receive specialised training in serology and later may assist 
in research work. The post is resident. 

Applications to the House Governor at the Hospital on forms 
—- from 339, Goldhawk-road, London, W.6, within 

days. 
ROYAL NATIONAL yaa 5 ta HOSPITAL, 
234, Great Portland-street, London Applications are 
invited for the appointment of ORTHOPAEDIC? REGISTRAR 





. (full-time), non-resident (2 vacancies). Preference will be given 


to candidates with a higher surgical qualification. Duties to 
commence ist November, 1957, and 10th December, 1957, 
respectively. 

Applications to be received not later than 28th September. 
Forms of application can be obtained from the House Governor 
at 234, Great Portland-street, London, W.1 





ROYAL NATIONAL THROAT, NOSE AND EAR HOS- 
PITAL, Gray’s Inn-road, W.C.1, and Golden-square, W.1. There 
will be a vacancy for an ANASTHETIC REGISTRAR (resident 
or non-resident) from Ist November, 1957, to work as required 
at both hospitals. Applicants should have had some special 
experience in anresthesia and preferably should hold, or be 
working for, a higher qualification in that specialty. Registrar 
grading and salary in accordance with the terms and conditions 
of service under the National Health Service Act. 

Applications, giving full particulars of age, qualifications and 
experience, with the names of 2 referees, should be sent to the 
House Governor within 10 days. a 
ST. CHARLES’ HOSPITAL, Ladbroke-grove, W.10. 

(575 Beds.) Applications are invited for the post of SENIOR 
HOUSE OFFICER (casualty) (1 of 2 non-resident). 

Applications, stating age, qualifications and experience, 
together with names and addresses of 2 referees. to be forwarded 
to Hospital Secretary immediately. 

ST. CHARLES’ HOSPITAL, Ladbroke-grove, W.10. 
(575 Beds.) Applications are invited for the post of SENIOR 
HOUSE OFFICER (thoracic surgery), resident or non-resident. 

Applications, stating age, qualifications and experience, 
together with names and addresses of 2 referees, to be forwarded 
to Hospital Secretary immediately. 
ps fae HOSPITAL, Balham, London, §8&.W.12. 

TH EST METROPOLITAN REGIONAL HOSPITAL BOARD. 
MEDIC AL REGISTRAR. Post vacant Ist January. 

Application forms, obtainable from Group Secretary, Wands- 
worth Hospital Group, at above address, to be completed and 
returned by 28th September. (0396.) 

ST. JAMES’ HOSPITAL, Balham, London, 8.W.12 
Locum E.N.T. REGISTRAR (resident) required from o7th 
September pending filling of permanent post. 

Applications, giving full particulars and names of 2 referees, 
to Group Secretary at above address. 01.) 

ST. JAMES’ HOSPITAL, Balham, London, 8.W.12. 
SENIOR HOUSE OFFICER to Medical Unit. Duties include 
staff examinations. Post vacant 17th November. 

Applications, stating age, qualifications, experience and names 
of 2 referees to Group Secretary, Wandsworth Hospital Group, 
at above address by 28th September. (0603.) 

ST. JAMES’ HOSPITAL, Balham, Wondes 8.W.12. South 
WEST METROPOLITAN REGIONAL HOSPITAL BOARD. E.N.T. 
REGISTRAR (resident). 

Application forms obtainable from Group Secretary, Wands- 
worth Hospital Group, at above address. (0400.) 

ST. LEONARD’S HOSPITAL, Nuttall-street, London, 
N.1. (General—192 Beds.) Applications are invited from regis- 
tered or provisionally registered medical practitioners for the 
post of HOUSE PHYSICIAN for 6 months commencing 7th 
be 1957. 

plications, with 2 recent testimonials, to be sent to the 
Hoshlte tal Secretary, by 27th September, 1957. 
ST. PETER’S, ST. PAUL’S AND ST. PHILIP’S HOS- 
PITALS. Required, REGISTRAR in Anesthetics. Non- 
resident appointment on an annual basis. 

Applications (12 copies), and names and addresses of 2 referees, 

to the House Governor, St. Peter’s Hespital, Henrietta-street, 
London, W.C.2. Closing date 5th October, 1957. 
ST. GEORGE'S HOSPITAL, S.W.1. Applications are 
invited for the post of MEDICAL SECOND ASSISTANT, in 
the grade of Senior House Officer, at this Hospital. This appoint- 
ment is for 1 year from the Ist October, 1957. The successful 
candidate would be required to take up duty on Ist October, 
1957, or as soon as possible after that date. 

Applications, stating age, education, qualifications, experience, 
and the names of 2 referees should reach the undersigned not 
later than 21st September, 1957. 

P. H. CONSTABLE, House Governor. 
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ST. GEORGE’S HOSPITAL, S.W.1. Applications are 
invited for a post shortly to become vacant of REGISTRAR to 
the Department of General Surgery in the St. George’s oe 
Group. Candidates should hold the Diploma of the F.R.C 
(Eng.). The appointment will be for 1 year in the first ag 

Applications, stating age, education, qualifications, experience 
and the names of 2 referees, should reach the undersigned not 
later than 5th October, 1957. : ‘ 

P, H. CONSTABLE, House Governor. 

SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are-invited for a whole-time appoint- 
ment as RESIDENT MEDICAL OFFICER to fill a vacancy in 
the approved establishment at the Seamen’s Group of hospitals, 
available on 2nd December, 1957. The successful candidate will 
be required to reside at the Dreadnought Seamen’s Hospital, 
Greenwich, S.E.10. The salary will be £1061 10s. p.a. and the 
appointment will be in accordance with the terms and conditions 
of service of hospital medical and dental staff (England and 
Wales) and will be for 1 year in the first instance, renewable for 
a further year. 

Applications, giving particulars of age, qualifications, and 
experience with relevant dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
Committee, South East Metropolitan Regional Hospital Board, 
11, Portland- -place, W.1, not later than 28th September, 1957. 














SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for 2 appointments, each 
as REGISTRAR in Surgical and Medical Neurology, 1 at the 
Regional Neurological/Neurosurgical Unit at the Brook Hospital, 
Woolwich, and the other at the Neuro-psychiatric Unit at 
Hurstwood Park, Haywards Heath, Sussex, where neurosurgery, 
including trauma, is also undertaken. Duties will rotate annually 
between the 2 appointments. The appointments will be in accord- 
ance with the terms and conditions of service of hospital medical 
and dental staff (England and Wales), and will be for 1 year in 
the first instance. 

Applications, giving particulars of age, qualifications, and 
experience, with relevant dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
Committee, South East Metropolitan Regional Hospital Board, 
HR Portland-place, London, W.1, not later than 28th September, 


UNIVERSITY COLLEGE HOSPITAL, Gower-street, 
W.C.1. Applications are invited for the post of REGISTRAR 
to the Geriatric Department, vacant Ist December, 1957. 

Applications, with names of 2 mn to Administrator and 
Secretary by 28th September, 1957 a x 
UNIVERSITY’ ~ COLLEGE “HOSPITAL, - Gower-street, 

V.C.1. Applications are invited for the post of MEDICAL 
REGISTRAR for 1 year in the first instance from Ist October, 
1957, or as soon’ as possible thereafter. The post will inclade 
a period of duty at the Whittington Hospital, London, N.19. 
— will be given to candidates holding higher qualifica- 
tions. 

Applications, with the names of 2 referees, to Administrator 

and Secretary by 23rd September, 1957. 
WESTMINSTER HOSPITAL, St. John’s-gardens, S.W.1. 
Applications invited for post of REGISTRAR to Psychiatric 
Department for 1 year in first instance from Ist December, 1957. 
The Department is concerned with both adults and children and 
there are 12 Beds for adult inpatients. 

Applications (4 copies), with names of 2 referees, to House 
Governor by 28th September. (eee ey : $2. 
WHIPPS CROSS HOSPITAL, London, E.11. Leytonstone 
(No. 10) HOSPITAL GROUP. Applications are invited for the post 
of HOUSE PHYSICIAN (pre- or post-registration), general 
medicine, at above Hospital. Vacant 5th November, 1957. 

Application forms from the Hospital Secretary to be returned 
by 30th September, 1957. Fee aes aC 
ALTON GENERAL HOSPITAL. Winchester and Lord 
MAYOR TRELOAR GROUPS. SOUTH WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD. REGISTRAR in Surgery (Registrar grade) 
required for the above Hospital witb duties as required at the 
Henry Gauvain Hospital, Alton. Vacant November, 1957. The 
post is non-resident. 

Forms of application obtainable from the Group Secretary, 
Royal Hampshire County Hospital, Winchester, must be 
completed and returned by 28th September. 

ASCOT. HEATHERWOOD ORTHOPADIC HOSPITAL. 
(200 Beds.) Locum REGISTRAR (orthopeedics) required 
throughout October. 

Applications, giving full details of experience and names of 
2 referees, to Secretary. 


BARNSTAPLE. NORTH DEVON INFIRMARY. (105 
Beds. ) HOUSE PHYSICIAN required; recognised pre- 
registration appointment. 

Applications to Group Secretary, 19, Alexandra-road, 
Barnstaple. CS ak SIN A Pata eS 8 nat 
BAHNSTAPLE. NORTH DEVON INFIRMARY. (105 
Beds.) HOUSE SURGEON required ; recognised pre-registra- 


tion appointment. 


Applications to Group Secretary, 19, Alexandra-road, 
Barnstaple. wi Bere Ae ie res at 
BARROW-IN-FURNESS. NORTH LONSDALE HOS- 


PITAL. Applications are invited for the resident post of HOUSE 
OFFICER (surgical) (recognised for pre-registration) at the 
North Lonsdale Hospital, Barrow-in-Furness. Post available 
end of September. Recognised for F.R.C.S. 

Applications to the Group Secretary, Barrow and Furness 
Hospital Management Committee, 105, Abbey-road, Barrow- 
in-Furness. __ dD: : 
BEVERLEY, YORKSHIRE. WESTWOOD HOSPITAL. 
ASSISTANT PATHOLOGIST (Senior House Officer grade) 
required in Area Laboratory. Offers experience all branches of 
pathology. 

Detailed applications to Group Secretary. 








YORKSHIRE. WESTWOOD HOSPITAL. 
ORTHOPASDIC HOUSE SURGEON (first, 
second or third post), vacant now. Offers good opportunity 
for general experience in busy acute general hospital. Approved 
pre- tration post. Fully qualified practitioners may apply. 

Recognised for F.R.C.S. 

Apply Group Secretary. 
BEXHILL HOSPITAL, Bexhill-on-Sea. (62 Beds.) 
HOUSE SURGEON (resident) required. Pre-registration post 
vacant now. National scale of salary. 

Apply to Hospital Administrator. 

BATLEY, YORKSHIRE. THE GENERAL HOSPITAL. 
Applications are invited for the post of HOUSE SURGEON 
(ophthalmic and general surgery—resident). The Hospital has 
99 Beds which are allocated to the specialties of general surgery, 
E.N.T., orthopedic surgery and ophthalmology. 

Apply in writing to the Administrative Officer, enclosing copies 
of 2 testimonials. 

BISHOP'S STORTFORD, HERTFORDSHIRE. HERTS 

AND ESSEX GENERAL HOSPITAL. (400 Beds.) Applications are 
invited for the post of HOUSE OFFICER (surgical), pre- 
registration. Salary £467 10s.-£522 10s. p.a., less £125 in respect 
of residential emoluments. Appointment to commence imme- 
diately. There is a pre-registration medical post for which the 
successful candidate will receive consideration at the termination 
of the surgical appointment. 

. Applications, stating e, natteoee, qualifications, and 
experience, with copies of 2 recent testimonials or the names of 
referees, to the Hospital Secretary. 

BRISTOL MENTAL HOSPITAL MANAGEMENT COM- 
MITTEE. BARROW —- FISHPONDS HOSPITALS. Applications 
eS from registered medical practitioners for appointments 
of JUNIOR HOSPITAL M MEDICAL OFFICER and SENIOR 
HOUSE OFFICER. National scale and conditions. The 
Group includes modern admission units, neurosis centre and day 
hospital, with Departments of Applied Ps ee and Electro- 
encephalography. The appointments offer opportunities for 
experience in many aspects of acute and chronic illness. Facilities 
available for studying and gaining experience for Diploma in 
Psychological Medicine and for attending courses at Bristol 
University in preparation for this examination. Full. board 
residence available for single officer. 

Applications, with names of 3 referees, should be sent to 
Medical Superintendent, Barrow. Hospital, Barrow Gurney, 
near Bristol, 

BIRMINGHAM REGIONAL HOSPITAL BOARD. 

Coventry No. 20 Group, Coventry and Warwickshire 
Hospital, Coventry 

REGISTRAR (general surgery) for Coventry and Warwick- 

shire Hospital (354 Beds). Experience in specialty essential. 


BEVERLEY, 
(229 acute beds.) 











Higher qualification eavante. Vacant 30th September. Resi- 
dent. Recognised F.R.C.s 
South Gawtekahtce Group, 50, Holly-walk, Leam- 
ington Spa 
REGISTRAR (anesthetics). Duties mainly at Warneford 
General Hospital (197 Beds). Vacant from ist October. 


Recognised for F.F.A.R.C.S. Experience specialty essential. 

Application forms from Group Secretaries, to be returned by 
23rd September, 1957.0 
BIRMINGHAM. UNITED BIRMINGHAM HOSPITALS. 
THE BIRMINGHAM AND MIDLAND HOSPITAL FOR WOMEN, Showell 
Green-lane, aa BIRMINGHAM, 11. Applications are 
invited from. registe medical prac’ ‘titionérs for the post of 
RESIDENT GYN ECOLOGICAL, HOUSE SURGEON for 
duty with the Professorial Unit from the Ist December, 1957. 
ry, ce is recognised for the M.R.C.O.G. and D.Obst. 

woe UU. 

Application forms obtainable from the House Governor at 
te catia address, to be returned not later than 7th October, 
lng gp nne = ae THE UNITED BIRMINGHAM HOS- 

ape lications are invited for the appointment of 
RESIDEN CLINICAL PATHOLOGIST (Senior House 
Officer grade) at the Queen Elizabeth Hospital, Birmingham. 
There are 4 residents attached to the Department of Clinical 
Pathology. In addition to affording. general experience in 
hematology, bacteriology, and some biochemistry, the appoint- 
ment can provide opportunities for those studying for higher 
qualifications in medicine. The appointment is tenable for ] year. 

Application forms should be obtained from the Secretary to 

the Board of Governors, United Birmingham Hospitals, Queen 
Elizabeth Hospital, Birmingham, 15, and should be returned to 
him as soon as possible. 
BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. QUEEN ELIZABETH HOSPITAL. Applications are invited 
for the post of MEDICAL REGISTRAR (Registrar or Senior 
House Officer grade) for duty in the Medical Professorial Unit. 
For appointment to Registrar grade candidates should have the 
M.R.C.P. (London). 

Forms of application may be obtained from, and should be 
returned not — than 28th September, 1957, to, the Secretary, 








The United Birmingham Hospitals, Queen Elizabeth Hospital, 
be Ng, TS Pe OS 
BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 


P rene Applications are invited for the appointment of SENIOR 

N.T. REGISTRAR (non-resident) for duties the 
U nited Hospitals. Higher qualification in the specialty necessary. 
The appointment will be for 1 year in the first instance and 
subject to annual review. The successful candidate may subse- 
quently be required to spend not more than 2 years in a selected 
hospital of the Birmingham Regional Hospital Board in accord- 
ance with an arrangement for the interchange of Registrars 
agreed between the 2 Boards. 

Forms of application may be obtained from the Secretary, 
United Birm eo Hospitals, Queen Elizabeth Hospital, 
Birmingham, 15, and should be returned not later than Posth 
September, 1957. 
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BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. THE BIRMINGHAM AND MIDLAND HOSPITALS FOR WOMEN 
(incorporating the Hospital for Women and the Birmingham 
mort Resa nen te Showell Green-lane, SPARKHILL, BIRM- 
INGHAM, soa ations are invited for the ———- of 
OBSTE TRIC AL AND GYNA®COLOGICAL SENIOR REGIS- 
TRAR. The appointment will be for 1 year in the first instance 
and subject to annual review. The successful candidate may 
subsequently be required to spend not more than 2 ane in 
a selected Hospital of the Birmingham Regional Hospital 
Board in accordance with an arrangement for interchange of 
Registrars agreed between the 2 Boards. Candidates must be 
registered medical practitioners, and should hold the M.R.C.O.G. 
qualification. Possession of the primary F.R.C.S. would be 
considered an advantage. 

Forms of application may be obtained from, and should be 
returned not later than 25th Se ptcmaber, to the House Governor 
at. the above address. G. A. PHALP, Secretary. 
BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. Applications are invited for the post of MEDICAL 
REGISTRAR (Senior Registrar grade). The appointment is 
subject to annual review and the successful candidate may 
subsequently be required to spend not more than 2 years in a 
selected hospital of the Birmingham Regional Hospital Board in 
accordance with the arrangements for the interchange of 
Registrars agreed between the 2 Boards. The successful candi- 
date may be required to be resident. 

Forms of application may be obtaine . from, and should be 
returned not later than 28th September, 1957, to, the Secretary, 
United Birmingham Hospitals, Queen Elizabeth Hospital, 
Edgbaston, Birmingham, 15. 

BLACKBURN AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. SENIOR HOUSE OFFICER (obstetrics and 
gynecology) required for Ist November, 1957. Recognised for 
M.R.C.0.G. and D.Obst.R.C.0.G. (combined obstetrics and 
gynecology). Based on Queen’s Park Hospital, Blackburn (a 
general hospital with 83 obstetric/gynecology beds), with duties 
at Royal Infirmary, Blackburn, and occasionally at Victoria 


Hospital, Acc rington. 
Applications, with names of 2 referees, to Group Secretary, 
Hospital Management Committee Office, Royal Infirmary, 


Blackburn. 
BLACKBURN AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTER. SENIOR HOUSE OFFICER (pathology) 
required for duties at Royal Infirmary, Blackburn (Group 
Laboratory), but may also be required for duties at Queen’s 
Park Hospital, Blackburn, and Victoria Hospital, Accrington, 
at Consultant's discretion. Recognised for D.Path. Post vacant 
2nd October, 1957. 

Applications, with names of 2 referees, to Group Secretary, 
Hospital Management Committee Office, Royal Infirmary, 


Blackburn. 
BLACKPOOL. VICTORIA HOSPITAL. (354 Beds.) 
HOUSE OFFICER (orthopeedic and traumatic surgery). Resi- 
dent pre- weer post recognised for F.R.C.S. available from 
Ist October, 1957, in the main acute general hospital serving 
the Blackpool and Fylde area. 

Applications, stating age, experience (if any), and giving the 
names and addresses of 2 referees, should be sent to the Hospital 


Secretary. . “wer 
BLACKPOOL. VICTORIA HOSPITAL. (354 Beds.) 
HOUSE PHYSICIANS. 2 resident pre-registration posts 
available on Ist October, 1957, in the Department of Medicine. 

Applications, stating age, experience (if any), and giving the 
names and addresses of 2 referees, to the Hospital Secretary. __ 
BOLTON AND DISTRICT HOSPITAL MANAGEMENT 
COMMITTEE. 

RESIDENT ANAESTHETIST (Senior House Officer grade). 
Main duties at Bolton District General Hospital and Bolton 
Royal Infirmary. Now vacant, Kory for 12 months and 
recognised for the D.A. and F.F.: 8. 

Bolton District General Honmitai (Tewnleys Branch 
Psychiatric Unit) 

SENIOR HOUSE OFFICER in Psychiatry (resident). Unit 
is attached to a General Hospital. Consultant Psychiatrist in 
charge. All forms of modern treatment in use. Post offers 
excellent facilities for anyone desiring to specialise in Psychiatry 
and attend D.P.M. course at Manchester University. ospital 
also recognised for London and Irish D.P.M. Outpatient clinics 
in existence. Vacant 8th October and tenable for 12 months. 

Applications, stating age, nationality, qualifications, experience 
and the names of 2 referees, should be sent immediately to 
Group Secretary, The | Royal Infirmary, Bolton. eae 
BOURNEMOUTH. ROYAL VICTORIA HOSPITAL, 
Shelley-road. (494 Beds.) BOURNEMOUTH AND EAST DORSET 
HOSPITAL MANAGEMENT COMMITTEE. iy are invited 
for the appointment of GENERAL HOUSE SURGEON. The 
which becomes vacant on 7th October, 1957, is 


appointment, 
recognised for the F.R.C.S. examination and for pre-registration 
purposes. 

Applications to the Hospital] Secretary. x 
BOURNEMOUTH (near). CHRISTCHURCH HOS- 
PITAL, HANTS. BOURNEMOUTH AND EAST DORSET HOSPITAL 
MANAGEMENT COMMITTERF. Applications are invited for the 


appointment of RESIDENT HOUSE SURGEON for General 
Surgery at the above Hospital of 334 Beds, which includes a 
new surgical unit of 56 Beds. The successful applicant will be 
required to attend surgical outpatient sessions at the Royal 
Victoria Hospital, Boscombe. The post, which is recognised for 
pre-registration purposes, becomes vacant on Ist October. 

Applications to the Hospital Secretary. _ ers ee a 
BRIGHTON, 7. ROYAL SUSSEX COUNTY HOSPITAL. 
Locum CASUALTY/ORTHOPZDIC HOUSE SURGEON 
(House Officer grade) required at above Hospital for 1 week 
from 30th September, 1957. 

Applications, giving usual particulars and naming 2 referees, 

to the Administrative Officer. 
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BRIGHTON. ROYAL SUSSEX COUNTY HOSPITAL. 


(312 Beds.) 
2 HOUSE PHYSICIANS end of September and October. 
Pre-registration. 
2 HOUSE SURGEONS October. 
Pre-registration and recognised for R 
Applications, stating usual particulars, and naming 2 referees, 
to the Administrative Officer, Royal Sussex County Hospital, 
Brighton, 7. 
BURY AND ROSSENDALE HOSPITAL MANAGEMENT 
COMMITTER. Applications are invited for the post of JUNIOR 
HOSPITAL MEDICAL OFFICER in Anesthetics, to the above 
Group of hospitals. The post, which will become vacant on 
Ist October, 1957, is based at Bury General Hospital, and is 
recognised for the D.A. examination. 
oon" stating full details, and names of 2 referees, 
WILKINSON, Esq., Group Secretary, Bury Hospital, 
, +h. road, Bury, Lancs. 


beginning and end of 
. Joke 


BURTON-ON-TRENT GENERAL HOSPITAL. Locum 
REGISTRAR (surgical) required at the above Hospital 
(approved for F.R.C.S.) on a week-to-week basis. 

Applications, with full details, to Group Secretary, General 
Hospital, Burton-on-Trent. 





BURTON-ON-TRENT. THE GENERAL HOSPITAL. 
HOUSE SURGEON (general and pre-registration) required 
immediately at the above Hospital. Post recognised for F.R.C.S. 

Applications to Group Secretary as soon as possible. 
CAERPHILLY HOSPITAL. (226 Beds for acute gener ral 
medicine and surgery.) Pre-registration HOUSE OFFICER 
(orthopedics and general surgery) required at above Hospital. 

Apply immediately, with names of referees, to the Group 
Secretary, Rhymney and Sirhowy Valleys Hospital Management 
Saaen, Central Offices, Caerphilly-road, Ystrad Mynach, 

71am 

CAMBRIDGE. ADDENBROOKE’S HOSPITAL. House 
OFFICER to Departments of Dermatology, Ophthalmology 
and Prediatrics for 6 months from 17th October. Recognised 
Pre-registration Service (medical), and D.C.H. and D.O. 

Apply, stating age, nationality. qualifications and experience 
with dates, and copies of 3 testimonials, to the Secretary by 
21st September. Interviews end September. 

CARDIFF HOSPITAL MANAGEMENT COMMITTEE. 
SENIOR HOUSE OFFICER in Obstetrics and Gynecology 
required. Appointment recognised for M.R.C.O.G. 

Form of application from Group Secretary, 44, Cathedral- 
road, Cardiff. an 
CARDIFF. ROYAL HAMADRYAD GENERAL AND 
SEAMEN’S HOSPITAL. CARDIFF HOSPITAL MANAGEMENT COM- 
MITTEE. RESIDENT SENIOR HOUSE OFFICER (medical) 
required at above Hospital, which caters for acute general 
medical and surgical cases. Hospital contains acute medical 
unit, general surgical and genito-urinary units and outpatient 
facilities, also certain amount of casualty work. Consultant 
Staff drawn mostly from United Cardiff Hospitals. Post for 1 
year and presents facilities for postgraduate study 

Form of application from Group Secretary, Carat Hospital 
Management Committee, 44, Cathedral-road, Cardi 

ARDIFF. ST. DAVID’S HOSPITAL. ceniae House 
OFFICER required for Accident Unit at above Hospital. 

Form of application from Group Secretary, Cardiff Hospital 
Management Committee, 44, Cathedral-road, Cardiff. 
CARLISLE. GARLANDS agg ces S Garlands eo 
PITAL MANAGEMENT COMMITTEE. fs qeeweye i are invited from 

registered medical practitioners for the post of SENIOR HOUSE 
OFFICER at the above Mental Hospital. Salary £819 10s. p.a. 
Flat is available for which a deduction will be made. Appoint- 
ment subject to the National Health Service (superannuation) 
regulations and to the conditions and terms of service laid down 
by the Minister of Health. 

Applications, stating age, qualifications and experience and 
the names of 2 faleoes, should be sent to the Medical Superin- 


tendent as soon as possible. 
CHELMSFORD. ST. JOHN’S HOSPITAL. House 
PHYSICIAN (pre-registration, first, second, or third appoint- 
ment—Male or Female), to commence Ist October, 1957. 

Applications, stating age, qualifications, nationality, and 
experience together with recent testimonials, should be received 
not later than 17th September by the Secretary, Hospital 
Management Committee, Chelmsford Group, Chelmsford and 
Essex Hospital, London-road, Chelmsford. 
CHELMSFORD. ST. JOHN’S HOSPITAL. Applications 
are invited from registered practitioners for the post of RESI- 
DENT PAEDIATRIC HOUSE OFFICER (Male or Female), 
commencing 8th October, 1957, to work in the Pediatric Unit of 
the Chelmsford Hospital Group. The unit includes a premature 
baby nursery of 10 Cots and a neonatal department in the 
jog oy 4 an of the Hospital. The Department is recognised 
or the 

Applications, stating age, nationality, qualifications and 
experience, together with recent testimonials, should be received 
not later than 24th September, by the Group Secretary, Chelms- 
ford Group Hospital Management Committee, Chelmsford and 
Essex Hospital, London-road, Chelmsford. el 
CUCKFIELD HOSPITAL, Cuckfield, near Haywards 
HEATH. SENIOR RESIDENT HOUSE OFFICER (general 
medicine). Post vacant 3rd October, 1957. Tenable 6 months 




















in first instance. 
Applications, stating age, qualifications, nationality and 
experience, with names of referees, Group Secretary, 


Mid-Sussex Hospital Management Committee. _ 
CUCKFIELD HOSPITAL, Cuckfield, near Haywards 
HEATH. SENIOR HOUSE SURGEON (Orthopedic and 
Traumatic Unit). Post now vacant. Tenable 6 or 12 months. 

Applications, giving age, nationality, qualifications and 
experience, and names of referees, to Group Secre 
Mid-Sussex Hospital Management Committee. 
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CUCKFIELD HOSPITAL, Cuckfield, near Haywards 
HEATH, SUSSEX. JUNIOR RESIDENT HOUSE SURGEON 
(obstetrics and gynecology). Post vacant 24th September. 
Tenable 6 months. Recognised for diploma and membership 
training. 

Applications, stating age, qualifications, nationality and 
experience, with names of 2 referees, to Group Secretary, 
Mid-Sussex Hospital Management Committee. ; 
CHICHESTER. ROYAL WEST SUSSEX HOSPITAL. 
(202 acute beds.) RESIDENT HOUSE SURGEON required 
for 6 months appointment. »National salary scale for either 
provisionally or fully registered practitioners. Post approved 
for pre-registration practitioners and F.R.C.S. 7 Residents 
including Resident Surgical Officer and 3 House Surgeons. 
Vacant 13th October. 

Applications, stating age, experience, qualifications, with 
references or names of referees, to Senior Administrative Officer. 
CHICHESTER. ROYAL WEST SUSSEX HOSPITAL. 
(202 acute beds.) RESIDENT HOUSE PHYSICIAN required 
for 6 months appointment. National salary scale for either 
provisionally or fully registered practitioners. Post approved 
for pre-registration practitioners. 7 residents, including Resident 
aoe Officer and House Physician. Vacant 15th October, 
1957. 

Applications, stating age, qualifications, with references or 
names of referees, to Senior Administrative Officer. 
COLCHESTER GROUP HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for :— 

Essex County Hospital, Colchester, Essex (185 pot) 

Post vl SENIOR HOUSE OFFICER to Casualty and E.N.T 
Departments. 

Post of SENIOR HOUSE OFFICER to Casualty and Radio- 
therapy Departments. 

Posts tenable for 6 months or 1 year. Recognised for F.R.C.S. 

Black Notley Hospital, Braintree, Essex (516 Beds) 

Post of HOUSE OFFIC ER (orthopedic surgery). _ Duties 
include care of cases from London Hospital Orthopsdic Depart- 
ment. First, second, third, or pre-registration post, tenable for 
6 months. Recognised for F.R.C.S 

Post of Locum ORTHOPDIC REGISTRAR with some 
— at the London Hospital required immediately to 6th 

ctober. 

Applications, with copies of 3 testimonials, to ome Secretary, 
Colchester Hospital Management Committee, 14, Pope’s-lane, 
Colchester, Essex. Te MeVEEE 
DERBY. CITY HOSPITAL. Derby No.1 Hospital Man- 
AGEMENT COMMITTEE. Applications are invited for the following 
pests as House Surgeons (2). 

1 Pre- registration SENTOS. HOUSE OFFICER age y 
1SENIOR HOUSE OFFICER (surgical). (This post is 
recognised for the F.R.C.S.) 

Vacant Ist October, 1957. 

Applications, stating full details, together with copies of 2 

recent testimonials, should be sent to the Medical Superintendent, 
City Tlospital, Derby, as soon as possible. 
DONCASTER. WESTERN HOSPITAL. Applications 
are invited from registered medical practitioners for the appoint- 
ment of RESIDENT MEDICAL OFFICER in the grade of 
Junior Hospital Medical Officer. 

Applications, stating age, qualifications and experience, 
together with copies of 3 recent testimonials, should be forwarded 
to the Group Secretary, Doncaster Hospital Management Com- 
mittee, Doncaster Royal Infirmary. 
DORKING GENERAL HOSPIT Horsham-road, 
DORKING, SURREY. Locum HOUSE SURGEON required for 
general surgical and relief casualty duties for 1 month in first 
instance. 

Apply to Medical Superintendent at above address (phone 
Dorking 3883). 

DRIFFIELD, YORKSHIRE. EAST RIDING GENERAL 
HOSPITAL. (247 Beds.) HOUSE PHYSICIAN, approved pre- 
registration post. Fully qualified practitioners may apply. 
Duties include acute and chronic Good general 
experience for first house aR! intment. 

naprly Group Secretary, V estwood Hospital, Beverley, York- 
shire. 


DUDLEY, STOURBRIDGE AND DISTRICT HOSPITAL 
GROL ze. BIRMINGHAM REGION. 
e Guest Hospital, Dudley 

CLINIC AL ASSISTANT in E.N.T. Surgery, to assist at 
Outpatient Department on Monday and Tuesday afternoons. 

Applications, with references, to Group Secretary, Guest 
Hospital, Dudley. 

EAST ANGLIAN REGIONAL HOSPITAL BOARD. 

RADIOLOGICAL wg ala Ipswich and East Suffolk 
Hospital (Anglesea Road Wing), swich. The Department is 
the centre for Consultant Radiotogtea! Services for the Ipswich 
Hospital Group. Post recognised for D.M.R.D. Part II examina- 
tion. Appointment for 1 year, renewable for second year. Can- 
didates invited to visit hospital by direct arrangement with 
Beal Management Committee Secretary at the Hospital. 

RGICAL REGISTRAR, County Hospital, Doddington, 
Cambs. (116 Beds). Post provides good experience in gencral 
and orthopeedic surgery. Self-contained flat available. Appoint- 
ment for 1 year renewable for second year. Candidates invited 
to visit hospital by direct arrangement with the Surgeon- 
Superintendent. 

Applications, stating age, experience and the names of 3 
referees, to the Board’s Senior Administrative Medical Officer, 
117, Chesterton-road, Cambridge, by 23rd September, 1957. 
EDGWARE GENERAL HOSPITAL, Edgware, Middlesex. 
RESIDENT PAZDIATRIC HOUSE PHYSICIAN for above 
Hospital. Post vacant 22nd October, 1957. 6 months appoint- 
ment. Recognised for D.C.H. and pre-registration purposes. 

Applications, stating age, qualifications, experience and 
enclosing copies of up to 3 recent testimonials, to Medical 
Director of Hospital by 21st September, 1957. 
































EDINBURGH* NORTHERN GROUP OF HOSPITALS. 
SENIOR HOUSE OFFICERS (2) required for Department of 
Radiotherapy, Western General Hospital. 

Applications, with names of 2 referees, to the + ee Super- 
intendent, Western General Hospital, Edinburgh, 4 
EDINBURGH. PRINCESS MARGARET ROSE ORTHO- 
PHDIC HOSPITAL. Applications are invited from registered 
medical practitioners for appointments as RESIDENT SENIOR 
HOUSE OFFICERS for periods of 12 months or 6 months 
commencing Ist October, 1957. National Health Service scale. 

Applications, stating age, qualifications, and experience, and 
names of 2 referees, to be sent to the Secretary, Edinburgh 
Central Hospitals Board, 1, Rillbank-terrace, Edinburgh, 8. 
ENFIELD, MIDDLESEX. CHASE FARM HOSPITAL. 
ENFIELD GROUP HOSPITAL MANAGEMENT COMMITTEE. Appoint- 
ment of RESIDENT HOUSE PHYSICIAN (third post). 
Vacant 8th November, 1957. General medical duties. 6 months 
appointment. 

Soran, with the names of 2 referees, to the Secretary, 
Enfield Group Hospital Management Committee. 

ENFIELD, MIDDLESEX. CHASE FARM HOSPITAL. 
ENFIELD GROUP HOSPITAL MANAGEMENT COMMITTEE. RESIDENT 
HOUSE SURGEON (pre-registration post), vacant 30th Sep- 
tember, 1957. Duties with General Surgical Unit, doing some 
genito-urinary work. Post recognised by the Royal College of 
Surgeons. 6 months appointment. 

. Applications, with the names and addresses of 2 referees, to 
the Group Secretary at Chase Farm Hospital. 
ENFIELD, MIDDLESEX. CHASE FARM HOSPITAL. 
Appointment of RESIDENT HOUSE SURGEON (third post), 
vacant 30th September, 1957. Post provides ge yon and 
duties in both general surgery and orthopedics. 6 months 
appointment. Post recognised for F.R.C.S. by the Royal College 
of Surgeons. 

Applications, with the names and addresses of 2 referees, to the 
Group Secretary, Enfield Group Hospital Management Com- 
mittee, at Chase Farm Hospital. 

EPSOM DISTRICT HOSPITAL, Dorking-road, Epsom, 
SURREY. RESIDENT ANESTHETIST (Senior House Officer 
spate) seuss. 12 months appointment recognised for 

Applications, stating age, qualifications and experience, with 
copies of 2 recent testimonials, should be sent as soon as possible 
to Group Secretary at above ad 
EXETER. ROYAL DEVON AND EXETER we pant bho 
Applications are invited from pre- eee ater nd 
medical practitioners for the posts of HOUSE SURGMON 
(general surgery) (2) vacant on 2nd November, 1957, and 
9th November, 1957, respectively. 

Applications, with copies of 2 eo testimonials, to the 
Hospital Secretary by 21st September, 1957. 
GRANTHAM AND KESTEVEN ie HOSPITAL. 
(118 Beds. Recognised for training for F.R.C.S.) SHEFFIELD 
REGIONAL HOSPITAL BOARD. SEC OND RESIDENT A Se 
OFFICER with duties in orthopedics, gynecology, E.N.T., and 

relief duties for Resident Surgical Officer required Ist October. 
(Registrar rate of pay.) Appointment for 1 year in first instance. 

Apply to Secretary, i Regional Hospital Board, Old 

Fulwood-road, Sheffield, by 23rd September, 1957, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 
GREENOCK. RAVERSCRAIS | HOSPITAL. (Mental and 
General.) Applications are i for the ‘post of RESIDENT 
JUNIOR HOSPITAL MEDICAL “OPFIC ER (Male or Female), 
The post offers experience in all branches of gy a 
modern forms of treatment, and outpatient clinics. Experience 
is available also in the medical and geriatric wards. The Hospital 
is recognised for the D.P.M. and facilities will be granted to 
attend courses in Glasgow. It is probable that married quarters 
will be available in the near future. 

Applications, with full details and the names of 2 referees, to 
be forwarded to the Physician-Superintendent. 


GUILDFORD. ROYAL SURREY COUNTY g eel 
(233 Beds.) CASUALTY OFFICER uired. The post is 
recognised for F.R.C.S. examination and the groding is that of 
Senior House Officer. 2 Casualty Officefs are employed who share 
the work of the department which is part of the orthopedic and 
traumatic unit. Regular instruction is given in traumatic surgery 
and the Casualty Officers take part in the work of the fracture 
clinics. Post is vacant late October. 

Applications, with copies of testimonials, to the Hospital 
Secretary. 
GLASGOW NORTH EASTERN MENTAL HOSPITALS 
BOARD OF MANAGEMENT require SENIOR HOUSE OFFICER 
(resident) for Woodilee Mental Hospital, Lenzie (1272 Beds). 
xd £819 10s. p.a. Outpatient clinic. Facilities for taking 






































Applications, stating age, training, experience, qualifications 
and names of 2 referees, to the Medical Superintendent. 


GLASGOW. ROYAL HOSPITAL FOR SICK CHILDREN, 
YORKHILL, GLASGOW. JUNIOR HOSPITAL MEDICAL 
OFFICER (resident) required for Medical Pediatric Unit. 
National Health Service salary and conditions of service 
Applications, stating age and giving full details of qualifications 
and experience, with the names of 3 referees, to be lodged with 
the Secretary of the Board of Management for Glasgow and 
District Children’s Hospitals, 86, St. Vincent-street, Glasgow, C.2. 


GLASGOW. VICTORIA INFIRMARY. Applications are 
invited for the post of SENIOR HOUSE OFFICER in Ortho- 
peedics for duties at the Victoria Infirmary and a large unit at 
the Victoria Auxiliary Infirmary, Philipshill. The post, which 
is tenable for 1 year, is resident at Philipshill. 

Applications, with names of 2 referees, to the Secretary, Board 
of Management for Glasgow Victoria Hospitals, 24, St. Vincent- 
place, Glasgow, C.1. 
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GLASGOW, 8.2. VICTORIA INFIRMARY. Vacancies 
exist from Ist August for pre- or post- pres posts as 
HOUSE SURGEONS in Orthopeedic and E.N.T. Departments. 

Apply Medical Superintendent. 

HAREFIELD HOSPITAL, Harefield, Middiesex. North 
WEST METROPOLITAN REGIONAL HOSPITAL BOARD. MEDICAL 
REGISTRAR in Chest Discases required at above Hospital. 
Previous experience in general medicine and in the treatment 
of tuberculosis essential. The Hospital has approximately 450 
beds for the treatment of tuberculosis in all its forms, a non- 
tuberculosis Thoracic Surgical Unit of 90 beds and 100 general 
medical and surgical beds. 

Application forms obtainable from and returnable to the 
Group Secretary, Harefield and Northwood Group Hospital 
Management Committee, Mount Vernon Hospital, Northwood, 
Middlesex. 

HEMEL HEMPSTEAD, HERTFORDSHIRE. WwesT 
HERTS HOSPITAL. Applicutions are invited for the post of SENIOR 
Son OFFICER (pediatrics), which is recognised for the 
D.C 
Applications, together with copies of 2 recent testimonials, 
should be sent to the Hospital Secretary at once. 
HEREFORD. GENERAL HOSPITAL. (154 Beds.) 
HOUSE OFFICER (general surgery) required, pre-registration 
post. Hospital recognised by R.C.S. Duties include care of 
general surgical beds and in addition for 3 months of orthopedic 
beds and for 3 months of E.N.T. beds. 

Applications, with copies of 2 testimonials, to be sent to the 
Group Secretary, Victoria House, Fign-street, Hereford. 
HERTFORD COUNTY HOSPITAL. (173 Beds. Hospital 
situated 21 miles from London.) RESIDENT CASUALTY 
OFFICER (Senior House Officer grade) with attachment to 
Peediatrician and Ophthalmic Consultant. Salary £819 10s. p.a., 
less £150 p.a. residential emoluments. Recognised under F.R.C.S. 
regulations. Appointment to commence as soon as possible. 

Apply, with full details and references, to Group Secretary, 

Hertford Tlospital Management Committce, County Hospital, 
Hertford. Herts. 
HILLINGDON HOSPITAL, Uxbridge, Middlesex. (621 
Beds. ) REGISTRAR for Otorhinolaryngology Department. 
Ample opportunity for practical operative experience. Post 
recognised for D.L.O. and F.R.C.S. (Eng.). Hospital may be 
visited by direct appointment. 

Application forms obtainable from, and returnable to, Group 
Secretary, Uxbridge Group Hospital Management Committee, 
The Furze, Pield Heath-road, Uxbridge, Middlesex, by 23rd 
September. re 
HITCHIN. NORTH HERTS HOSPITAL. Applications 
are invited for the post of RESIDENT HOUSE SURGEON, 
vacant 22nd September, 1957. Recognised for the F.R.C.S. 

Applications, stating age, nationality, qualifications and 
experience, together with copies of 3 reeent testimonials, to be 
sent to the Medical Administrator, Lister Hospital, Hitchin, as 
soon as possible. “1 
HITCHIN, HERTFORDSHIRE. LISTER HOSPITAL. 
RESIDENT HOUSE SURGEON required. Post vacant 2nd 
rar’ 1957. Recognised as pre-registration post and for 


“Agelie ations, stating age, nationality, qualifications, and 

experience, together with copies of 3 recent testimonials, to be 
sent to the Medical Administrator. 
HOUNSLOW CHEST CLINIC, 28, Bell-road, Hounslow, 
MIDDLESEX. NORTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. REGISTRAR (whole-time), non-resident, required at 
above Clinic. Post vacant October. Clinic has associated beds 
at Ashford Hospital and West Middlesex Hospital. Good general 
medical experience essential and special experience in diseases 
of the chest desirable. Candidates may visit Clinic by direct 
appointment. 

Application forms obtainable from, and returnable to, the 

Secretary, Staines Group Hospital Management Committee, 
Ashford. Hospital, London-road, Ashford, Middlesex, by 24th 
September, 1957. 
HOVE GENERAL HOSPITAL, Sussex. (75 Beds. 3 
Resident Medical Officers.) Pre-registration HOUSE PHYSI- 
CIAN reqnired at the beginning of October, 1957. Excellent 
clinical material available. Post is suitable for candidate working 
for higher degree. Salary £425-£525, less £125 p.a. for residential 
emoluments. 

Applications, stating age, qualifications, full details of experi- 

ence, together with the names and addresses of 2 referees, to the 
Administrative Officer. 
HOVE GENERAL HOSPITAL, Sussex. (75 Beds. 3 Resi- 
dent Medical Officers.) Pre-registration HOUSE SURGEON 
(with casualty duties) required from 24th September, 1957, for 
6 months. This post, which is recognised for F.R.C.S., provides 
a wide experience in an active surgical unit. Salary £467 103.- 
£577 10s., less £125 p.a. for residential emoluments. 

Applications, stating age, qualifications, full details of expcri- 

ence, together with names and addresses of 2 referees, to the 
Administrative Officer. 
HUDDERSFIELD ROYAL INFIRMARY. (285 Beds.) 
HUDDERSFIELD HOSPITAL MANAGEMENT COMMITTER. HOUSE 
SURGEON required to commence duty on 14th September, 1957. 
The post is recognised as a pre-registration appointment and for 
the F.R.C.S. Salary in accordance with national scale. 

Applications, together with copies of 3 recent testimonials, to 
be addressed to the undersigned as soon as possible. 

H. J. Jonxson, Secretary to the Management Committee. 

The Royal Infirmary, Iinddersfield. 

ILKLEY. MIDDLETON HOSPITAL. (430 Beds.) 
RESIDENT JUNIOR HOSPITAL MEDICAL OFFICER 
required at the above Hospital. This appointment provides 
for experience in the specialties of tuberculosis and geriatrics. 

Applications, stating age, nationality, qualifications and 
experience, to Hospital Secretary. 


50 











HULL. VICTORIA HOSPITAL FOR SICK CHILDREN, 


Park-street. Pre-registration or registered post. HOUSE 
SURGEON required 21st October. Recognised for D.C.H. An 
interesting and varied post which includes outpatient and 
casualty work. 

Applications, together with details of experience, testimonials, 
to the Hospital Secretary. 

Latha a ne AND EAST SUFFOLK HOSPITAL. Heath 

AD WING, IPSWICH, SUFFOLK. (280 Beds.) SENIOR HOUSE 
OF FICER (Resident Anesthetist) required 23rd September. 
Post normally of 1 years duration. Recognised for the D.A. 
and the F.F.A.R.C.S. examinations. 

Applications, giving full particulars, with 3 recent testimonials, 

to Hospital Secretary. 
IPSWICH AND EAST SUFFOLK HOSPITAL. Anglesea 
ROAD WING. (356 Beds.) Applications are invited for the post 
of SENIOR HOUSE SURGEON to the Fracture and Ortho- 
peedic Department. The post is graded Senior House Officer 
and is recognised for the F.R.C.S. examinations. The Depart- 
ment has 2 Consultants, about 60 Beds and a large outpatient 
attendance ; it offers wide experience. 

Applications, stating age, nationality and experience, nega 
with copies of recent testimonials, to the Hospital Secreta 
IPSWICH AND EAST SUFFOLK HOSPITAL. Raat 
ROAD WING. (356 Beds.) FS ga oe are invited for the post 
of HOUSE SURGEON to t .> N.T. and Ophthalmic Depart- 
ments. The post is coveguieed for pre-registration and for the 
D.L.O. examination. 

Applications, giving full particulars and copies of recent 
testimonials, to Hospital Secretary. 

IRVINE. AYRSHIRE CENTRAL HOSPITAL. Junior 
HOSPITAL MEDICAL OFFICER vacancy on Ist October, 
1957, in the Infectious Diseases Unit of the above Hospital. 

Applications, stating age, qualifications, experience, and 
giving the names of 2 referees, to the Consultant Physician, 
Infectious Diseases Unit, Ayrshire Central Hospital, Irvine. 


KING’S LYNN. WEST NORFOLK AND KING’S LYNN 
GENERAL HOSPITAL. (146 Beds.) KING’S LYNN AREA HOSPITALS 
MANAGEMENT COMMITTEE. Applications are invited for the post 
of RESIDENT SENIOR HOUSE OFFICER (medicine). 
Appointment for 1 year in the first instance, post vacant now. 
Post offers valuable and varied experience in acute and chronic 
medical wards. The medical team consists of Consultant, Senior 
House Officer and 2 House Physicians. 

Applications, with names end | addresses of 2 referees, to be 
forwarded as soon as possible to the Group Secretary of the 
above Committee, St. James’ Hospital, Exton’s-road, King’s 
Lynn, Norfolk. 
KING’S LYNN. WEST NORFOLK AND KING’S LYNN 
GENERAL HOSPITAL. KING’S LYNN AREA HOSPITALS MANAGEMENT 
COMMITTEE. Applications are invited from medical practitioners, 
qualified or pre-registration, for the post of RESIDENT HOUSE 
SURGEON (obstetrics/gynecology). Appointment will be for 
6 months in the first instance, post vacant immediately. 8 
residents employed. 

Applications, with names and addresses of 2 referees, to be 
forwarded immediately to the Group Secretary of the above 
Committee, c/o St. James’ Hospital, King’s Lynn, Norfolk. _ 
KINGSTON HOSPITAL, Wolverton-avenue, Kingston 
UPON THAMES. KINGSTON GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited from suitably qualified and 
experienced medical officers for the post of REGISTRAR (anes- 
thetics), full-time, at the above Hospi 

Forms of application are obtainable from the Group Secretary, 
35, Coombe-road, Kingston upon Thames, and the completed 
forms should be returned to him within 14 days of the appearance 
of this advertisement. 

LEEDS REGIONAL HOSPITAL BOARD. Registrar 
vacancies. » 
Anesthetics 

(i) Halifax Group (approximately 340 Beds in the surgical 
specialties). Resident. 

(ii) Hull A, Hull B and East Riding Groups. Recognised for 
the F.F.A.R.C.S. Duties may include thoracic anesthesia. Non- 
resident. Vacant October. 

General Medicine 

(i) Hull A Group (294 general medical beds) and East Riding 
Group (78 general medical beds). Duties 6/11 Hull A and 5/11 
East Riding. Holder to reside in Beverley. 

(ii) Halifax Group (110 general medical beds) (380 geriatric 
beds). Duties divided equally between general medicine and 
geriatrics. Non-resident. 

Orthopedic Surgery 

Harrogate General Hospital (38 orthopedic beds). Non- 
resident. 
Plastic Surgery 

St. James’s Hospital, Leeds. Non-resident. Special plastic and 
maxillo-facial unit. (72 Beds.) 
Psychiatry 

(i) Menston Hospital, near Leeds (2500 Beds). 

(ii) Oulton Hall Hospital, near Wakefield (272 Beds), and 
affiliated mental deficiency colonies. Non-resident. 

(iii) Stanley Royd Hospital, W a (2000 Beds). 

If desired facilities for attendance at the Leeds University 
— RS yee if the successful candidates are studying for 
the D.P.M. 

Applications, stating age, qualifications and details of present 
and previous appointments with dates, together with the names 
and addresses of 3 referees, to the Secretary, Joint Registrars 
Committee, Park-parade, Harrogate, by 28th September, 1957. 
LEAMINGTON SPA. WARNEFORD GENERAL HOS- 
PITAL. (197 Beds.) RESIDENT HOUSE SURGEON (gencral 
surgery). Post vacant 8th October, 1957. Recognised for pre- 
registration and F.R.C.S. tag provides excellent experience. 

Good accommodation availabl 

Applications, with 2 recent testimonials, to Hospital Seerctarr. 
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LANCASTER. BEAUMONT HOSPITAL, Slyne-road. 
SENIOR HOUSE OFFICER (infectious diseases). Hospital 
recognised for D.C.H. and contains peediatric, dermatological, 
E.N.T., infectious diseases and pulmonary tuberculosis units. 
The duties are such as to suit a candidate reading for higher 
examinations. 

Applications, together with names of 2 referees, to Group 
Secretary, Royal Lancaster Infirmary, Lancaster. 
LANCASTER MOOR HOSPITAL, Lancaster. Regional 
Mental Hospital. Applications are invited for the post of 
RESIDENT JUNIOR HOSPFTAL MEDICAL OFFICER (Male 
or Female). Unfurnished house available ; furnished quarters 
for married couple ( without children) or single person. ospital 
recognised for D.P.M. and facilities granted for attending 
on universities. All modern methods of investigation 
and treatment carried out. Hospital serving N. Lancashire and 
Lake District. Post for initial period of 4 years but renewable 
if services satisfactory 

Apply Medical Superintendent. 

LEEK (near). ST. EDWARD’S HOSPITAL, Cheddieton, 
near LEEK, STAFFORDSHIRE. JUNIOR HOSPITAL MEDICAL 
OFFICER. Previous mental hospital experience not essential. 
This hospital offers opportunities for gaining experience in all 
branches of psychiatry. Terms and conditions of service will be 
as approved for hospital medical staff employed in the National 
Health Service. Salary £852-€55-£1182. Single furnished 
quarters, or unfurnished house on hospital estate available for a 
married man. 

Applications as soon as possible to “ The Medical Super- 

intendent.”’ 
LEICESTER (near). CARLTON HAYES HOSPITAL, 
NARBOROUGH, near LEICESTER. (1070 Beds. Recognised for 
D.P.M.) SHEFFIELD REGIONAL HOSPITAL BOARD. Whole-time 
REGISTRAR (psychiatry) required 3rd November. Single 
accommodation available. Appointment for 1 year in first 
instance. 

Apply to Secretary, x Regional Hospital Bo&rd, Old 
Fulwood-road, Sheffield, 23rd September, 1957, giving age, 
ee qualific + wodhag fF and previous appointments 
with dates, naming 3 referees. 
LIVERPOOL, 9. AINTREE HOSPITAL. Fazakerley 
GROUP OF HOSPITALS MANAGEMENT COMMITTEE. RESIDENT 
SENIOR HOUSE OFFICER (surgical). Applications are 
invited from registered medical practitioners. The Hospital is 
for the treatment of pulmonary and non-pulmonary tuberculosis 
and is a main centre for thoracic surgery and has an Orthopedic 
Department. Salary will be in accordance with terms and 
conditions of service for hospital medical staff. 

Applications endorsed ‘‘ Resident Senior House Officer” to 
be submitted immediately to the Physician-Superintendent. 
LIVERPOOL. THE UNITED LIVERPOOL HOSPITALS. 
LIVERPOOL MATERNITY HOSPITAL. Applications are invited for 
a post of RESIDENT REGISTRAR in Pediatrics to take up 
duty as soon as possible for the period to 30th September, 1958. 
Annual reappointment thereafter until completion of the normal 
period of training will be considered without need for further 
application. 

Apply by 28th September on form obtainable from the 

Secretary, The United Liverpool Hospitals, 80, Rodney-street, 
Liverpool, 1. 
LIVERPOOL. THE UNITED LIVERPOOL HOSPITALS. 
Applications are invited for a post of REGISTRAR in Medicine 
to take up duty as soon as possible for the period to 30th 
September, 1958. Annual reappointment thereafter until com- 
pletion of the normal period of training will be considered without 
need for further application. 

Apply by 28th September on mn obtainable from the 
Secretary, 80, Rodney-street, Liverpool, 

(213 Bed 


LLWYNPIA HOSPITAL, Liwynpia, | aendda— 

including acute medical "and chronic siek beds.) HOUSH 
OFFICER (medical). Person appointed will also undertake 
duties at the Group Infectious Diseases Hospital when required. 

Applications, stating age, qualifications and experience, 
together with copies of 2 recent testimonials, to be sent to the 
Group Secretary, Pontypridd and Rhondda Hospital Manage- 
ment oem _Courthouse-s street. Ponty pride. 
LOCH BEN CHEST osP Dumfriesshire. 
JU NIOn HOSPIT AL MEDIC AL OFFIC eR (resident) required ; 
the post offers wide experience in tubercular and non- -tubercular 
diseases of chest. 

Applications, with names of 2 referees, to be sent to Group 
Secretary, Royal Infirmary, Dumfries. 

LOUTH, LINCOLNSHIRE. COUNTY. HOSPITAL. 
(215 Beds.) GRIMSBY HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the resident post of SENIOR 
HOUSE OFFICER (obstetrics and gynecology), which becomes 
vacant Ist on 1957, at this busy — hospital. 

Applications, with full details, together with names of 2 
referees, shoul uld be ad ddressed to the Hospital Secre 
MORECAMBE. QUEEN VICTORIA HOSPITAL. Resi- 
DENT SENIOR HOUSE OFFICER (surgical). The post is 
normally tenable 1 year and the successful applicant will be 
attached to the specialist Surgical Unit. Post vacant now. 

Applications, with names of 2 referees, to addressed to the 
Group Secretary, Royal Lancaster Infirmary, Lancaster. 














MACCLESFIELD HOSPITAL. Infirmary Branch. House 
OFFICER in Surgery. Acute Surgical Unit of 100 Beds. Recog- 
nised for F.R.C.S. purposes. Main casualty duties undertaken 
by Senior Resident Practitioner. 

Apply immediately to Group Secretary, Macclesfield and 
District Hospital Management Committee, ‘‘ Willerby House,”’ 
Cumberland-street, Macclesfield. Poe 
MANCHESTER REGIONAL HOSPITAL BOARD. Hope 
HOSPITAL, SALFORD. SALFORD HOSPITAL MANAGEMENT COM- 
MITTEE. ORTHOPEDIC REGISTRAR required 60 adult and 
children’s beds. Duties also at Salford Royal and Royal Man- 
chester Children’s Hospitals. 

Applications to Group Sec oon 2 Salford Royal Hospital, 
Salford, 3, before 30th September, 1957. 3 “fhe? 
MANCHESTER REGIONAL HOSPITAL BOARD. Sal- 
FORD HOSPITAL MANAGEMENT COMMITTEE. Applications are 
invited for the post of REGISTRAR in Pathology (resident or 
non-resident) at Hope Hospital, Salford, 6. The hospital is 
recognised for the Diploma in Pathology and there are oppor- 
tunities for study in all branches of clinical pathology. 

Applications, stating age, qualifications. and experience, 
together with the names and addresses of 2 referees, to be sent 
to the Group Secretary, Salford Royal Hospital, Salford, 3, 
immediately. ‘et 
MANCHESTER REGIONAL HOSPITAL BOARD. Salford 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
for the post of RESIDENT MEDICAL OFFICER (Registrar 
grade) at Salford Royal Hospital. 

Applications, together with names and addresses of 2 referees, 
to be forwarded to the Group Secretary, Salford Royal Hospital, 
Salford, 3, before 30th September, 1957. 

MANCHESTER REGIONAL HOSPITAL BOARD invites 
applications for the post of MEDICAL REGISTRAR at the 
Devonshire Royal Hospital, Buxton, vacant on lst November, 
1957. The main duties will a in the Department of Physical 
Medicine with some duties in the Hospital. The post offers 
excellent hy! one oe ~ in research. Previous oa medicine 
experience desirable. Interest in experimen work an advan- 
tage. Unfurnished accommodation on rental may be made 
available to male married applicant. 

Applications, together with the names of 2 referees, to be 
forwarded the Group Secretary, Stockport and Buxton 
Hospital Management Committee, 59B, Shaw Heath, Stockport. 
MANCHESTER REGIONAL HOSPITAL BOARD. Bolton 
DISTRICT GENERAL HOSPITAL. (607 Beds, including 107 for 
obstetrics and 30 for gynzcology). REGISTRAR in Obstetrics 
and Seaw- Hospital recognised for M.R.C.O.G. and 
D.Obst.R.C.0.C 

Applications, ‘stating age, nationality, gyeitestions, experi- 
ence, and the names of 2 referees, should be sent to Group 
Secretary, Bolton and District Hospital Management Com- 
mittee, The la Infirmary, Bolton, not later than 24th 


bce tater Ghee, <j, FEE TATE SEER SH 
MANCHESTER REGIONAL HOSPITAL BOARD. 
BOLTON DISTRICT GENERAL HOSPITAL. (607 Beds.) RESIDENT 
REGISTRAR in General Surgery (Resident Surgical Officer). 
Recognised for F.R.C.S. The post is the senior resident surgical 
———— and offers excellent practical experience. 
Applications, stating age, nationality, —— experience 
and the names of 2 referees, should be sent immediately to 
Group Secretary, Bolton and District Hospital Management 
Committee, The Royal Infirmary, Bolton. ead 
~ BOARD. 


MANCHESTER REGIONAL HO 





REGIONAL 
REGISTRAR in Pathology ~ the Bolton and District Group of 
hospitals with main duties in the Group Laboratories at the 
Bolton Ro. oval Infirmary and the Bolton District General Hospital. 
Recognised for the Dip.Path 
Applications, with the names of 2 referees, should be sent 
immediately >. beer Socecary: Bolton and District Hospital 
mmittee, The Royal Infirmary, Bolton. 
MANCHESTER REGIONAL HOSPITAL BOARD. Roch- 
NFIRMARY (109 Beds.) Locum ORTHOPADDIC 
REGISTRAR required 1st October for one 6 —— 
ai ritten ee ad eid to be sent to Group a 
Offices, B: ital, Rochdale, as soon as possible. 
MANCHESTER. — BOOTH HALLE CHILDREN’S HOS- 
PITAL, BLACKLEY, MANCHESTER, 9. (380 Beds. Recognised for 


‘RESIDENT SENIOR HOUSE OFFICER (surgical). 
Applications, giving names and addresses of 2 referees, to be 
sent to Yana Secretary, from whom further particulars may be 











obtained 

HOUSE OFFICER (surgical), pre- or post-registration. 
a ay  —~ lata general surgery and neurosurgery. Post vacant 
t Ic r. 


Applications, with usual particulars and copies of 2 recent 
testimonials, to Group Secretary. 
MANCHESTER, 19. THE DUCHESS OF YORK HOS- 
weras FOR BABIES. SOUTH MANCHESTER HOSPITAL MANAGEMENT 

OMMITTEB. There is an immediate vacancy at the above Hos- 
oak, which is associated with the Manchester University for 
teaching purposes, for a RESIDENT HOUSE OFFICER 
(Male or Female) post or second pre-registration, for 6 months. 

Applications, with copies of 3 testimonials, to be sent immedi- 
ately 7 the Administrative Officer at the above address. 








pene Aang ANGUS, Pane td none ROYAL MENTAL 

OSPITAL. es Beds. ) App lications are invited for the post 
of JUNIOR OSPITAL MEDICAL OFFICER (Male or Female). 
A self-con ed, furnished house is available for a married man. 
Single furnished quarters are also available. All subject to 
——— Ceductions. Previous experience in psychiatry is 

essential. Salary and conditions of service in accordance 


with national scale 
age, qualifications and experience, 
and ad of 2 referees, should be 
forwarded immediately to the Physician-Superintendent. 








MANCHESTER, 23. Se eee HOSPITAL. 
SOUTH MANCHESTER HOSPITAL MAN OMMITTEE Arey 
cations are invited for the post of SENIOR HOUSE OFFIC 

(E.N.T.) at the above-mentioned Hospital, with some duties 
at other hospitals in the Grou This post is sed by the 
Royal C nd of Surgeons of England as a Senior House Officer 


(E.N.T.) 
Aoolinitens, stating , qualifications, present post, experi- 
erees, to be forwarded to the Group 


ence and noes of 2 re 
Secretary, Withington Hospital, Manchester, 20, within 7 days 
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MANCHESTER, 20. CHRISTIE HOSPITAL AND HOLT 
RADIUM INSTITUTE. SOUTH MANCHESTER HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited from registered medical 
practitioners for the post of SENIOR HOUSE OFFICER 
(radiotherapy) at the above Hospital. Training will be available 
from October, 1958, for Diploma in Radiotherapy course. 
Applications, with full details and the names of 2 referees, to 
the Group Secretary, Withington Hospital, Manchester, 20, 


immediately. 
MAIDSTONE. PRESTON — HOSPITAL, —- 
LEGION VILLAGE, MAIDSTONE, KEN seeene are 
for the post of JU NIOR HOSPIT AL MEDICAL OFFIC an ro 
the above Hospital, which contains 330 Beds for it ann of 
pulmonary tuberculosis and other chest diseases, and includes 
a major thoracic surgical unit. Candidates should have had 
experience in general medicine and in t treatment of pul- 
monary tuberculosis in adults. Salary £852 10s.-£55-£1182 10s. 
p.a., national scale and conditions. Married accommodation 
available shortly. 

Applications, stating age, qualifications and experience, with 
relevant dates, together with names and addresses of 2 referees, 
to be sent to the Group Secretary by 28th September, 1957. 


MIDDLESBROUGH. POOLE HOSPITAL, Nunthorpe, 
MIDDLESBROUGH. (Tuberculosis—308 Beds.) Applic ations are 
invited for the appointment of RESIDENT MEDICAL OFFICER 
(married accommodation available) for general duties on medical 
and surgical wards (adults and children). The grading and salary 
of the appointment will be either that of Senior House Officer 
or Pre-registration House Officer (Medical) according to the 
experience of the candidate and will be subject in all respects 
to the National conditions of service. This Hospital is a most 
modern one with an active thoracic surgery unit. 

Applications, stating age, qualifications and previous experi- 
ence and the names of 3 referees, to be sent immediately to the 
Group Secretary, Cleveland Hospital Management Committee, 
West Lane Hospital, Middlesbrough. Et ae 
NEWCASTLE REGIONAL HOSPITAL BOARD. Senior 
REGISTRAR ANASTHETIST (whole-time), for Regional 
Thoracic Centre (150 Beds), Shotley Bridge General Hospital. 
Work almost entirely non-tuberculosis (cardiovascular, cesopha- 
geal ard pulmonary) and at associated sanatoria. Single resident 
accommodation available. To reside near Shotley Bridge General 
Hospital if non-resident. 

Applications, with names and addresses of 3 referees, to Senior 
Administrative Medical Officer, Regional Hospital Board, 
Benfield-road, Newcastle upon Tyne, 6, within 28 days. 
NEWCASTLE REGIONAL HOSPITAL BOARD. Regis- 
TRAR PATHOLOGIST (whole-time ), non-resident, Hartlepools 
Group of hospitals. Furnished or unfurnished flat available. 
Applications will be considered from doctors who do not neces- 
sarily intend to specialise in pathology, but desire pathological 
experience for 1 or 2 years. The Central Laboratory, General 
Hospital, West Hartlepool, is in a new building and this appoint- 
ment offers good experience in pathology as applied to clinical 
specialties and to general practice. 

Applications, with names and addresses of 3 referees, to 
Senior Administrative Medical Officer, Regional Hospital Board, 
Benfield-road, Newcastle upon Tyne, 6, within 14 days. 
NEWCASTLE REGIONAL HOSPITAL BOARD. Regis- 
TRAR PSYCHIATRIST (whole-time), St. Mary’s Hospital, 
Stannington, Morpeth (800 Beds). Accommodation for single 
person available. Married man may live out by arrangement, 
if near hospital and prepared to sleep in when on duty. The 
appointee will be able to take the Durham University D.P.M. 
Course. Further particulars from Regional Psychiatrist. 

oeaeene, with names and addresses of 3 referees, to 
Regional Psychiatrist, Regional Hospital Board, Benfield-road, 
Newcastle upon Tyne, 7 











6, within 7 days. 

NEWMARKET GENERAL HOSPITAL, Suffolk. Appli- 
cations are invited for the post of SENIOR HOUSE OFFICER 
(obstetrics (14 Beds) and gynecology (10 Beds)), with oppor- 
tunity for gaining experience in general surgery. The post is a 
resident One and vacant 21st September, 1957, Salary £819 10s. 
p.a., less emoluments. 

Applications, giving age, nationality, and qualifications, 
together with copies of 3 recent testimonials, to be addressed 
to the Medical Superintendent. int 
NORTHAMPTON GENERAL HOSPITAL. (482 Beds.) 
Vacancies Ist October, 1957, for the following :— 

HOUSE OFFICER (Fracture and Orthopedic Department). 
Recognised for F.R.C.S. and for pre-registration. 

SENIOR HOUSE OFFICER (general surgery), with some 
duties at Northampton General Hospital but mostly for General 
Surgical Unit at Manfield Orthopedic Hospital. 

6 months appointments in first instance. 

Applications as soon as possible to 8S. G. HILL, Superintendent. 
NORTHAMPTON. MANFIELD ORTHOPEDIC HOSs- 


PITAL. (200 Beds.) Vacancy Ist October, 1957, for SENIOR 
HOUSE OFFICER. The post provides good experience at 
orthopedic outpatient clinics and is recognised for F.R.C. 


6 months appointment in first instance. 
Applications, as soon as possible, to S. G. 
General Hospital, Northampton. 

OXFORD. NUFFIELD ORTHOPADIC C CENTRE, Head- 

INGTON, OXFORD. Applications are invited from suitably qualified 

persons for a SENIOR HOUSE OFFICER grade appointment, 

vacant 14th October, and another on Ist November, 1957. 
Applications, with names of referees, to be sent to the Secretary 

as soon as possible. a ae 

NOTTINGHAM GENERAL HOSPITAL. A_ Senior 

HOUSE OFFICER (orthopedic and fracture) required 30th 

September. Post offers exceptional experience in traumatic 

surgery. 
Applications, stating age, qualifications, experience, nation- 

ality together with copies of testimonials, to be sent to Group 

Secretary. 

ee 


vs 


HILL. 





NOTTINGHAM GENERAL HOSPITAL. E.N.T. Depart-— 

MENT. A SENIOR HOUSE OFFICER (E.N.T.) required at 
above Hospital. This post is recognised for the D.L.O. and 
F.R.C.S. examinations. Sala: -_ conditions of service in 
accordance with Ministry regulations. Duties to commence 
about end September. 

Applications, stating age, qualifications, experience and 
nationality, together with copies of testimonials, to be sent to 


Group Secretary 

PETERBOROUGH. THE MEMORIAL HOSPITAL 
AND OBSTETRIC ANNEXES. PETERBOROUGH AND STAMFORD 
HOSPITAL MANAGEMENT COMMITTEF. HOUSE SURGEON 
(obstetrics and gynecology). Applications are invited for 
vacancy on 28th October, 1957. | om Gynecological Depart- 
ment and 54 obstetric beds. Unit consists of a Consultant 
sy vw and 2 House Surgeons. Recognised for D.Obst. 


wo ‘ation forms from Secretary. Ta ds tre 
PLYMOUTH. MOUNT GOLD HOSPITAL. Applications 
are invited for the pas of SENIOR HOUSE OFFICER for the 
Orthopedic and Fracture Service, centring on Mount Gold 
Hospital and associated hospitals. Post recognised by R.C.S. 
Vacancy commencing from Ist October, 1957. 

Applications, stating age, geakiestions, with dates, &c., 
with copies of 2 recent testimoni be forwarded to Co 
Secretary, Mount Gold Hospital, Pipmouth. within 14 days of 
this advertisement appearing. . Der eae ee 
PONTEFRACT GENERAL INFIRMARY. House Physi- 
CIAN required. This is an approved pre-registration post under 
Medical Act, 1950, but —— will be considered from fully 
registered practitioners. ‘ost vacant 4th October, 1957. Married 
accommodation may be available. 

Ap -_— to the Secretary, Pontefract and Castleford 
Hospital Management Committee, Great Northern House, 
Salter- - Bs, Pontefract, Yorkshire. 

FORTEMOUTH GROUP HOSPITAL MANAGEMENT 

OMMITTEE. INFECTIOUS DISEASES HOSPITAL. SENIOR HOUSE 
OFFIC ER required with duties also on the Tuberculosis Wards 
and the Poliomyelitis Diagnostic and Respiratory Centre. 
Vacant ist October, 1957. 

Applications, stating age, experience and qualifications, 
together with the names of 2 aes, should be forwarded as 
soon as possible to E. H. Hurs 

St. Mary’s Hospital, Milton- road, Portemouth. 

READING AND DISTRICT HOSPITAL MANAGEMENT 
COMMITTEE. TENTS are invited for the post of RESIDENT 
SENIOR HOUSE OFFICER (area Accident and Ortho ic 
Department), vacant immediately. Recognised for F.R.C.S. 
Duties including work in area Casualty Department at Battle 
Hospital, Reading (300 Beds). Person Zppointed will work with 
R trar and House Officers. 

Apply, stating nationality, present post, and qualifications 
with q ther with names of 2 referees, to Group Secretary, 
2, Craven-road, Reading. ra ee 
READING AREA HOSPITALS. Applications are invited 
for the post of SENIOR HOUSE OFFICER (pathology). Post 
vacant 15th October, 1957. Previous experience in pathology 
desirable, but not essential. Salary £819 10s. (less £150 board 
residence ). 

Apply, stating age, qualifications with dates, nationality, 
present post, together with the names of 3 referees, to Group 
Secretary, 3, Craven-road, di 
READING. Sarves HOSPITAL. 
tions are invite m registered medical practitioners for the 
post of RESIDENT" JUNIOR HOUSE SURGEON in the 
Accident and Orthopedic Department. Post vacant Ist Novem- 
ber, 1957. F.R.C.S. recognised. Also casualty duties. 

Apply, stating age, qualifications with dates, nationality, 

—~ post, with 1 copy of recent testimonial, to Hospital 

retary. 

READING ‘COMBINED HOSPITALS. Area Department 
OF OBSTETRICS AND GYN&COLOGY. (100 Beds.) Applications 
are invited from registered medical practitioners, Male and 
Female, for the resident appointment of GYNASCOLOGICAL 
HOUSE SURGEON at the Royal Berkshire Hospital, Reading. 
Vacant 8th October, 1957, and tenable for 6 months. Post 
recognised for M.R.C.O.G. 

Write, stating age and qualifications with dates, nationality 
and present post, with copy of 1 recent testimonial, to Secretary. 
RICHMOND, SURREY. ROYAL HOSPITAL. (Busy 
general hospital of 121 Beds.) CASUALTY OFFICER 
required 23rd September, 1957. Senior House Officer grade, non- 
resident, eff-duty weekends. 

Apply immediately, giving full particulars, including names of 

2 referees, to Administrative Officer. 
ROCHDALE INFIRMARY. Rochdale and District Hos- 
PITAL MANAGEMENT COMMITTEE. HOUSE SURGEON (resident) 
required. Pre- or iy -registration Doctors eligible _ this post, 
which is recognised for 6 months F.R.C.S. experien 

Apply at once to Group Secretary, Central POffices, “Birch Hill 
Hospital, Rochdale. hoe Pre Re 
ROCHFORD GENERAL HOSPITAL, Rochford, Essex. 
Locum REGISTRAR required from ist October, 1957, for the 
Chest Unit. Month to month basis pending permanent ‘appoint - 
ment being made by Regional Hospital Board. 

Applications to the undersigned as soon as ossible. 

‘IELD, Secretary. _ 
ROMFORD, ESSEX. OLDCHURCH ‘HOSPITAL. (722 
Beds.) RESIDENT SENIOR HOU Ld OFFICER in Anes- 
thetics. Post recognised for F.F.A.R.C.S. Excellent oppor- 
tunities exist at this Hospital for ne tuition and experience 
in the administration of anesthetics. The equipment is the most 
modern available. 

Applications should be sent to Group Secretary, Romford 
a Management Committee, at the Hospital as soon as 
possible. 























(391 Beds.) Applica- 
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ROMFORD, ESSEX. OLDCHURCH HOSPITAL. (722 
Beds.) SENIOR HOUSE OFFICER (ophthalmology ). 

Applications should be addressed immediately to the Group 
Secretary, Romford Group Hospital Management Committee, 
Oldehurch Hospital, Romford. 

ROMFORD, ESSEX. VICTORIA HOSPITAL. (99 Beds.) 
RESIDENT HOUSE PHYSICIAN (Male) required from Ist 
October, 1957. Not pre-registration appointment. 

Applic ations should be forwarded to the Secretary, Romford 

Group Hospital Management Committee, Oldchurch’ Hospital, 
Romford. 
ROMFORD GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. CLINICAL ASSISTANT required on the staff of the 
Regional Ophthalmic Centre at Oldchurch Hospital, Romford, 
to undertake 1 outpatient session per week (Thursday morning) 
in the Eye Clinic at Tilbury and Riverside Hospital, Tilbury. 

Applications to be sent to Group Secretary, Oldchurch 
Hospital, Romford, as soon as possible. 
SALISBURY GENERAL HOSPITAL. Locum Resident 
HOUSE SURGEON required from 2nd November to 30th 
November, 1957. 

Apply as soon as possible, giving the names and addresses of 
2 referees, to Group Secretary, Salisbury Group Hospital 
Management Committee, Odstock Hospital, Salisbury. 














SALISBURY GENERAL ROSETT AS. Salisbury Group 
HOSPITAL MANAGEMENT COMMITT! pplications are invited 
for the post of SENIOR RESIDENT ATDUSE SURGEON or 
RESIDENT HOUSE SURGEON which is now vacant. The 
appointment is also recognised for pre-registration candidates. 
The Department has over 50 Beds and a large outpatient turn- 
over, dealing with fractures and all types of orthopedic surgery. 

Applications, stating age, nationality, qualifications _ 

experience, and naming 2 referees, to the Group Secretary 
Odstock Hospital, Salisbury. 
SCOTLAND. SOUTH-EASTERN REGIONAL HOS-— 
PITAL BOARD. REGISTRAR in Medicine at the D ness 
Hospital, Edinburgh (25 medical and 10 pediatric ) with 
duties also in Longmore Hospital (16 medical beds) vacant on 
[st oe 1957. 

Apply, giving particulars of age qualifications, and previous 
experience, and names of 2 referees, to the Secretary, 11, 
Drumsheugh-gardens, Edinburgh, 3, by 28th September, 1957. 
SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the ae appointments, 
which will be for 1 year in the first instan 

SENIOR ~ laa in ‘Anesthetics based at the Royal 
inGeeees Glasg 

SENIOR REGISTRAR in Virus Diseases for the Department 
of Virology, Ruchill Hospital, Gl — 

SENIOR REGISTRAR in Opht Imology based at the Eye 


Infirmary, Gl 
SE t the Royal 








asgow. 
NIOR REGISTRAR in Plastic Surgery a 
and Western I aries, Glasgow, for duties with the Regional 
Consultant in Plastic Surgery 
SENIOR eens ee = Medicine based at the Royal 
Infirmary, Glasg: 
REGISTRAR | “+ Anesthetics based at the Southern General 
Hospital, Glasg 
REGISTRAR hn Psychiatry for duties on a rotational basis 
= — Mental Hospital, Larbert, and at H.M. Institution, 
7) 
REGISTRAR in Surgery based at Law Hospital, Carluke. 
Applications (12 copies), stating date of birt » aualifications, 
experience, present a a and the names of 3 referees, 
reach the Secretary, Festern Ri onal Hospital Roeehe 64, West 
Regent-street, Glasgow, C.2, by 28th September, 1957. 








SOUTHAMPTON. ROYAL SOUTH HANTS HOSPITAL. 
(274 Beds.) Locum SENIOR whe pan D REGISTRAR 
required from 23rd September for about 6 weeks 

Applications, with full details, to Hospital Secretary, Fanshawe- 
street, Southampton. _ 
SOUTHAMPTON. ROYAL SOUTH HANTS HOSPITAL. 
(274 Beds. Recognised for F.R.C.S.) ORTHOPAZDIC HOUSE 
SURGEON (post recognised for Pre- stration Service and 
tenable for 6 months) and SENIOR HOUSE OFFICER (ortho- 
wedic). The bye nay is the centre to which all trauma from a 
arge industrial town and port is directed thus providi nab 
lent experience in the treatment of traumatic conditions ; 
—- with orthopeedic conditions are also drawn from a wide 


Depllentions, witb copies of testimonials, should be sent as 

oon as possible to the Group Secretary, Southampton Group 
Hospital Management Committee, Bullar-street, Southampton. 
SOUTHAMPTON. ROYAL SOUTH HANTS HOS- 
PITAL. (274 Beds.) RESIDENT HOUSE SURGEON required 
mid-October. Pre-registration candidates eligible. 

Applications, with copies of recent testimonials, should be 
forwarded to Group Secretary, Southampton Group Hospital 
Management Committee, Bullar-street, Southampton. _ 
SOUTHEND-ON-SEA. GENERAL HOSPITAL. Locum 
SENIOR SURGICAL REGISTRAR required for the period 
7th-27th October, 1957, inclusive. 

Applications, stating age and previous experience, with 
copies of 2 recent testimonials, should Sa sent to the Secretary 
by 23rd September, 1957. / . FIELD, Secretary. 
SOUTHEND GENERAL HOSPITAL. Locum Tenens 
SENIOR HOUSE OFFICER (general surgery) required for the 
period 22nd or 29th September-—31st October, 1957, inclusive. 

Applications, &c., to the undersigned as soon as possible. 

J. C. FIELD, Secretary. 
SHREWSBURY. EYE, EAR AND THROAT HOSPITAL. 
SENIOR HOUSE OFFIC EB (E.N.T.) Duties at E.N.T. 
Hospital (68 Beds) and oe Hospital (168 Beds). Post 
recognised for the D.L.O.R.C.S. Vacant Ist November, 1957. 

Applications, with copy testimonials, to the Group Secretary, 
Shrewsbury Hospital Group, Royal Salop Infirmary, Shrewsbury. 














SHREWSBURY. ROYAL SALOP INFIRMARY AND 
COPTHORNE HOSPITAL (500 Beds). SENIOR HOUSE OFFICER 
(gyneecological). 50 fara ap beds and 2 House Surgeons. 
Posts recognised for 0.G. Vacant 4th November, 1957. 

Applications, with copy testimonials, to Group Secretary, 
Shrewsbury Hospital Group, Royal Salop ‘Infirmary, Shrewsbury. 
SHREWSBURY. ROYAL SALOP INFIRMARY/COP- 
THORNE HOSPITAL. (500 Beds.) SHREWSBURY HOSPITAL GROUP. 
HOUSE SURGEON, vacant Ist November, 1957. Pre-registra- 
tion candidates eligible. Recognised for the F.R.C.S. 

Applications, with copy testimonials, to Group Secretary, 
Royal Salop Infirmary, Shrewsbury. 

SHREWSBURY. ROYAL SALOP INFIRMARY AND 
COPTHORNE HOSPITAL. (500 Beds.) RESIDENT ANZS- 
THETIST (Senior House Officer). Post . recognised for 
F.F.A.R.C.S. Registrar also employed. Vacant mid-September. 

Applications and copy testimonials to Group Secretary, 
Shrewsbury Hospital Group, Royal Salop Infirmary, Shrewsbury. 
SHREWSBURY. ROYAL SALOP INFIRMARY/COP- 
THORNE HOSPITAL. (500 Beds.) HOUSE PHYSICIAN, pre- 
registration candidates eligible. Vacant 24th .October, 1957. 

Applications, with copy testimonials, to Group Secretary, 
Shrewsbury Hospital Group, Royal Salop ‘Infirmary, Shrewsbury. 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time NON-RESIDENT REGISTRAR (dermatology) required 
with duties at the Leicester Royal Infirmary and Leicester 
General Hospital. Appointment for 1 year in first instance. 
retary, Sheffield Regional Hospital Board, Fg 
Fulwood-road, Sheffield, by 23rd September, giving 
nationality, qualifications, present and previous eapolmmente, 
with dates, naming 3 referees. 
SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. 
Applications st aa for the post of SENIOR REGISTRAR in 
Clinical Pathol Possession of a higher ——— desirable 
but not — tial. The appointment is for 1 fat Ly the en 
instance and will be vies’ annually. It has bee in 
peinceee between the Board of Coveeee of The United heffield 

ospitals and the Sheffield Regional Hos ~y Board ya the 
appointment, if extended for the full period, will be divided, 
subject to the satisfactory work and progress, ot... The 
United Sheffield Hospitals. and a hospital in the Region (at 
present the Derbyshire Royal Infirmary ). 

Applications, stating age, qualifications, and experience, with 
the names of 3 referees, should be sent not later than 25th 
September, 1957, to the Chief Administrative Officer, The 
United Sheffield Hospitals, West-street, Sheffield, 1. 
SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. 
8 ayes for the post of meg yo in Clinical 

‘atho —y successful candidate m pe roam uired to work 
ay any of the isberateries of the United i Sheffield ospitals. 

Applications, stating age, qualifications, and experience, with 
the names of 3 referees, should be sent not later than 25th 
September, 1957, to the Chief Administrative PM syimed The 
United Sheffield Hospitals, West- street, Sheffield, 
SHEFFIELD. THE UNITED SHEFFIELD GOGPTFALS. 
CHILDREN’S HOSPITAL. Applications are invited from red 
medical practitioners for the resident post of HOUSE PHYSI- 
CIAN to the Professorial Unit at the above Hospital. Vacant 
Ist November, 1957. 

Applications, stating age, qualifications, and experience, with 
the names of 3 referees or copy testimonials, should reach the 
Superintendent, Children’s roe Western Bank, Sheffield, 10, 
not later than 30th September, 1957. 

SHOREHAM-BY-SEA, SUSSEX. SOUTHLANDS | HOs- 
PITAL. nema GROUP HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the come of SENIOR 
a OFFICER (obstetrics and wanes logy) Gs obstetric 
beds, secol ‘ical beds), tenable for 1 year, and recognised 
for Ag -R.C.O The duties are mainly concerned with 
gynecological coin relieving Registrar and Obstetrical House 
Oiticer in Obstetrical Department. 

Applications, giving particulars of qualifications and 
experience, together with the names of 2 referees, to whom 
application ma of be made, to be sent immediately to the Secre- 
tary, Southlands Hospital, a  ? -by-Sea. 
A. V. OAKTON, ‘Group Secreta: 
STOCKTON-ON-TEES. STOCKTON AND THORNABY 
HOSPITAL. TEES-SIDE HOSPITAL MANAGEMENT COMM 
Applications are invited for the epoca’ of SENIOR 
HOUSE OFFICER (anesthetics) at the above Hospital. Resi- 
dent or non-resident. The post is vacens on 24th September 

and is recognised for the D.A. and F.F.A.R.C.S, Some previous 
experience desirable but not essential. Full establishment of 
— medi staff. 

lications, with copies of 3 oceconess, to be addressed to 

the ospital Secretary at the above ad 
STOCKTON-ON-TEES. STOCKTON AND THORNABY 
= TEES-SIDE HOSPITAL MANAGEMENT COMM 

Applications are invited for the appointment of HOUSE 
OFFICER (medicine) at the above Hospital. The appointment, 
which is vacant now, = bya for pre-registration service 
under the Medical Act, 

—— “stating aor vey 3 and giving 2 names for 
reference, should be addressed to the Hospital Secretary at the 
above address, 
ST. HELENS AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. ST. HELENS HOSPITAL. (196 B eds. ) af Bae. 
tions are invited for the post of RESIDENT HOU 
pg 2 which is recognised for Pre-registration Service and for 
the F.R.C.S. examinations. The appointment will be made in the 
Senior House Officer grade in the case of a candidate who has 
already held 2 pre-registration posts. 

Applications, stating age, date of qneiiiention. and experi- 
ence, and giving 2 names for reterene should be soreested. to 
N. RicuHarps, Group Secretary, Whiston Hospital, Prescot, 
Lancs, immediately. 
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ST. HELENS AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. Applications are invited for the post of 
CASUALTY OFFICER in the Senior House Officer grade at 
St. Helens Hospital (196 Beds). The post is approved for the 6 
months training in casualty work required of candidates for the 
— of the Royal College of Surgeons. 

Applications, stating age, qualifications, and experience, and 
giving 2 names for reference, should be forwarded immediately 
to N. RICHARDS, Group Secretary. 

Whiston Hospital, Prescot. 

ST. ALBANS CITY HOSPITAL, St. Aibans, Hertfordshire. 
(384 Beds.) Locum Tenens SURGICAL REGISTRAR 
(resident), required for 1 of the 2 surgical firms for the period 
7th to 20th October, 1957, inclusive. 

Applications to Secretary, Mid Herts Group Hospital Manage- 
ment Committee, Bleak House, Catherine-street, St. Albans. 
ST. ALBANS, HERTFORDSHIRE. HILL END HOS- 
PITAL. NORTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD. 
Whole-time PSYCHIATRIC REGISTRAR required at above 
Hospital. Duties involve work in the mental wards and neurosis 
unit. Hospital may be visited by direct appointment. 

Application forms obtainable from and returnable to Secretary, 
Mid Herts Group Hospital Management Committee, Bleak 
House, Catherine-street, St. Albans, by_27th September, 1957. 
SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for an appointment as 
Whole-time REGISTRAR in Peediatrics (non-resident) to fill 
a vacancy in the approved hospital establishment at the Brighton 
and Lewes Group of hospitals, available on Ist December. The 
post is based on the Royal Alexandra Hospital for Sick Children, 
Dyke-road, Brighton, 1 (129 Beds) but duties will include the 
care of newborn babies at the Sussex Maternity Hospital, the 
Brighton General Hospital, and Cuckfield Hospital. A higher 
qualification or special diploma would be an advantage. The 
appointment will be in accordance with the terms and conditions 
of service of hospital medical and dental staff (England and 
Wales), and will be for 1 year in the first instance. 

Applications, giving particulars of age, qualifications, and 
experience, with relevant dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary, South East 
Metropolitan Regional Hospital Board, 11, Portland-place, 
London, W.1, not later than 28th September, 1957. 

SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for an appointment as 
Whole-time REGISTRAR in Anesthetics to fill a vacancy in 
the approved trainee establishment at the Brighton and Lewes 
Group of hospitals. Duties will be mainly at the Royal Sussex 
County Hospital, Brighton, which is recognised for the 

F.A.R.C.S. The appointment will be in accordance with the 
terms and conditions of service of hospital medical and dental 
staff (England and Wales), and will be for 1 year in the first 
instance. 

Applications, giving particulars of age, qualifications, and 
experience, with relevant dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
ag tee South East Metropolitan Regional Hospital Board, 

aig ene place, London, W.1, not later than 28th September, 

57. 

STOCKPORT AND BUXTON HOSPITAL MANAGE- 
MENT COMMITTEE. Applications are invited for the following 
posts, which are approved for pre- < eee purposes. 

Stockport Infirmary (164 Be 

HOUSE OFFICER Speners’ -4.. J" gynecology). Recog- 

nised for the F.R.C.S. Vacant now. 

HOUSE OFFICER (general surgery and ophthalmology). 

Recognised for the F.R.C.S. and D.O.M.S. Vacant now. 

Applications, with copies of 2 testimonials, to the Group 
Secretary, 598, Shaw-heath, Stockport. 

STOCKPORT. CHERRY TREE HOSPITAL. (isolation 
-96 Beds.) Applications are invited for the post of SENIOR 
HOUSE OFFICER. 

Applications, stating oie experience, and qualifications, 
together with copies of 2 testimonials, to be addressed to the 
Secretary, Stockport and Buxton Hospital Management Com- 
mittee, 59n, Shaw-heath, Stockport. 

STOKE-ON-TRENT. CITY GENERAL HOSPITAL. 
SENIOR HOUSE OFFICER (obstetrics and eynmcology ) 
required, post yosrat mid-November. Recognised M.R.C.O 
and D.Obst.R.C.O 

Detailed =. with copy testimonials, to Grou 
Secretary, Hospital Management Committee, Princes-road, 
Stoke-on-Trent, as soon as possible. 

STOKE-ON-TRENT. CITY GENERAL HOSPITAL. 
(815 Beds.) oe OFFICER (general surgery) required, 
My now. Pre-registration post. Hospital recognised for 

Detailed applications, with copy testimonials, to Grou 
Secretary, Hospital Management Committee, Princes-road, 
Stoke-on-Trent. 


STOKE-ON-TRENT. CITY GENERAL HOSPITAL. 
STOKE-ON-TRENT HOSPITAL MANAGEMENT COMMITTEE. SENIOR 
HOUSE OFFICER in Anesthetics. Previous anesthetic experi- 
ence desirable, but not essential. The post offers experience in 
aneesthesia for all types of general surgery, thoracic and cardiac 
surgery, including an Obstetric Unit of 60 Beds. Staff includes a 
Senior Registrar who shares in emergency duties. 

Applications, with copy testimonials, to the Group Secretary, 
Stoke-on-Trent, Hospital Management Committee, Princes-road, 
Stoke-on-Trent. 


STOKE-ON-TRENT. NORTH STAFFORDSHIRE 
ROYAL INFIRMARY. SENIOR HOUSE OFFICER (general 
surgery) required. Recognised for F.R.C.S. Post vacant now. 
6 months appointment. 

Detailed applications, with copy testimonials, to Grou 
Secretary, ospital Management Committee, Princes-road, 
Stoke-on-Trent. 
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ee ns NORTH ‘STAFFORDSHIRE 
ROYAL INF RY. GYNZXCOLOGY DEPARTMENT. SENIOR 
HOUSE OFFIC SER required. Post vacant shortly. Recognised 
for M.R.C.O.G. (surgery). Experience in abnormal obstetrics 
available, but the work is mainly gynecological. 

Detailed applications, with copy testimonials, to Group 
Secretary, Hospital Management Committee, Princes-road, 
Stoke-on-Trent. 

STOKE-ON-TRENT. TH STAFFORDSHIRE 
ROYAL INFIRMARY. HOUSE "PHYSICIAN required, pre- 
registration post, vacant early Octobe 

Detailed applications, th pom " testimonials, to Grou 

Secretary, Hospital Management Committee, Princes-roa 
Stoke-on-Trent. 
STOKE-ON-TRENT. NORTH STAFFORDSHIRE 
ROYAL INFIRMARY. (455 Beds.) SENIOR HOUSE OFFICER 
(orthopeedics) required. Post vacant very _——_- Some duties 
also at Hartshill Orthopedic Hospital (78 B 

Detailed applications, with copy testimonials, to Grou 
Secretary, Hospital Management Committee, Princes- -road, 
Stoke-on-Trent. 

STOKE-ON-TRENT. ORTHOPADIC Sn oertIraL, 
HARTSHILL, STOKE-ON-TRENT. (78 Beds.) SENIOR HOUS 
OFFICER bm gy required. Post vacant very ae. 
Duties also at North Staffordshire Royal Infirmary 

Detailed ——— with copy testimonials, + Group Secre- 
tary, Hospital Management Committee, Princes-road, Stoke- 
on-Trent. 

SKIPTON (near). GRASSINGTON | HOSPITAL. (208 
Beds.) SENIOR HOUSE OFFICER required for the above 
Hospital, which provides treatment for tuberculous patients, 
men and women. Accommodation available for single applicants. 

Applications to Medical Superintendent. 

SLOUGH, BUCKINGHAMSHIRE. UPTON HOSPITAL. 
Locum HOUSE SURGEON required 16th-—28th September. 

Application, with names of 2 referees, to Secretary. = 
SLOUGH, BUCKINGHAMSHIRE. UPTON HOSPITAL. 
Locum CASUALTY REGISTRAR a 14th September-— 
llth October. Post ised for F.R.C.S. and experience is 
provided in orthopedic plastic cases. 

a with a4 of 2 referees, to Secretary, immedi- 
ately 

TORQUAY. TORBAY HOSPITAL. Resident Senior 
HOUSE OFFICER oper) required em ae 9 gS Post 
recognised for F.R.C.S. There is a complement of 6 Resident 
House Officers. 

Applications, stating qualifications, age, nationality, with 
copy testimonials (quoting Ref. F.955/83), to the Group 

Secretary, Torqua oom Hospital Management Committec, 
Torbay Hospital, Torquay, S. Devon. 
WARWICK (near). CENTRAL MENTAL HOSPITAL. 
(1400 Beds.) SENIOR HOUSE OFFICER. Neurosis Onit, 
adult and child psychiatry clinics, departments of electro- 
encephalography, » Coonpetienel therapy, psychology and social 
work. Recognised M. Flat available. 

Applications, with names and addresses of 3 referees, to 
Medical Superintendent within 14 days. ae 
WELWYN GARDEN CITY MATERNITY HOSPITAL, 
WELWYN GARDEN CITY, HERTFORDSHIRE Locum Tenens 
GY NASCOLOGICAL AND OBSTETRIC REGISTRAR required 
from approximately 16th September for 1 to 4 weeks. 

ae immediately to Secreta Mid-Herts Group 
Hospital Management Committee, Blea ” House, Catherine- 
street, St. Albans. Tel. : St. Albans 55536. 

WICKFORD (near), ESSEX. RUNWELL HOSPITAL. 
(1032 Beds.) SENIOR HOUSE OFFICER (Male or Female) 
required for 1 of the Consultant’s divisions and to assist in out- 
patient work. Excellent postgraduate facilities for D.P.M 
Salary £819 10s., residential charge £150. 

Applications, with copies of testimonials, to the Secretary. 
WORKSOP. VICTORIA HOSPITAL. (122 Beds. Recog- 
nised for F.R.C.S.) SHEFFIELD REGIONAL HOSPITAL BOARD. 
Whole-time RESIDENT REGISTRAR (orthopedics and 
casualty) required immediately. Appointment for 1 year in 
first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 23rd September, 1957, giving age, 
nationality, qualifications, " cesent and previous appointments 
with dates, naming 3 referees. rare 
vosmaaven INFIRMARY, Cumberland, (119 Beds. 

Pre-registration post.) HOUSE PHYSICIAN (first, second or 
Senior House Officer post). Vacant beginning of October. 

Detailed coulipaliean, with dates and names of 2 referees, to 
Group Secretary. nl Sl et a ne a 
WREXHAM. WAR MEMORIAL HOSPITAL. (230 
Beds.) Applications are invited for the post of SENIOR 
os OFFICER in the Orthopeedic Department of the above 

Hospital. The post is a residential one and affords particular 
facilities for postgraduate study. Successful applicant will be 
allowed to attend for 2 days a month at the Robert Jones and 
Agnes Hunt Orthopedic Hospital, ren <4 The Hospital is 
recognised for the Diploma of F.R.C,S. (Eng. and Edin.). 

Applications, stating age, nationality, qualifications, and 
experience, together with copies of 2 recent testimonials, to be 
addressed to the Group Secretary, Maelor General Hospital, 
Wrexham, as soon as possible. __ 
CANADA. ROYAL VICTORIA HOSPITAL, Montreal, 
CANADA. 1 yo for JUNIOR INTERNSHIP and RESI- 
DENCIES for the year beginning Ist July, 1958, from residents 

of the British Isles will be welcomed by the above Hospital, a 

teaching hospital of —_— University. Each rank carries full 
maintenance and the following monthly stipends: Junior 
Interns, $40; Junior Assistant Residents, $60 ; “Assistant 
Residents, $100 ; Residents, $150. 

Inquiries should be directed to the Executive Director, Dr. J. 
GILBERT TURNER. 
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WARLINGHAM PARK HOSPITAL. South West 
METROPOLITAN REGIONAL HOSPITAL BOARD. Applications are 
invited for a post of Whole-time PSYCHIATRIC REGISTRAR 
for this Hospital and its extramural mental health services. 
Opportunity will be given for experience in all branches of 
inpatient and outpatient psychiatry, including group therapy, 
child guidance and the treatment of alcoholism and delinquency. 
Intending candidates — visit the hospital by arrangement 
with the Physician- any = ntendent. 

Application forms obtainable from the Group Secretary, 

arlingham Park Hospital, Warlingham, Surrey, should be 
sobumnet within 14 days from the date of this advertisement. 
NORTHERN IRELAND HOSPITALS AUTHORITY. 
Applications are invited for whole-time posts as REGISTRAR 
for the period ending 30th September, 1958, at hospitals managed 
by the undernoted Hospital Management Commit 

(a 3 hoe ely medicine (1 post). Belfast Hospital Management 

‘omm 

(6) Dermatology (1 post). 
Committee. 

(c) Ophthalmology (1 post). Belfast Hospital Management 
Committee. 

(d) Orthopeedic surgery (1 post). North West Hospital 
Management Committee. 

(e) Anesthetics (1 post). West Tyrone Hospital Management 
Committee. 

(f) Psychiatry (2 posts). Authority’s special care scheme. 
The terms and conditions will be in accordance with the- 
application of the Spens report to Northern Ireland. 

Applications to be made on a form obtainable with further 
particulars from the Secretary, Northern Ireland Hospitals 
Authority, 44-46, Queen-street, Belfast, and to be returned not 
later than 30th September, 1957. 


IBADAN, NIGERIA. UNIVERSITY COLLEGE HOS- 
PITAL. The Board of Management invites immediate applica- 
tions from Nigerian medical practitioners for 2 unexpected 
vacancies of OUSE OFFICER (pre-registration or post- 
registration ). 

e-registration candidates must be provisionally registered 
and post-registration candidates must be fully registered medical 
practitioners. They must be prepared to serve in any of the 
following departments : Medicine, Surgery, Obstetrics, Peedi- 
atrics and, in the case of post-registration candidates, also in the 
Departments of Anzsthetics or of General Outpatients. 

he appointments will be for 1 tour of 12 months, 6 months to 
be spent in each of 2 departments. 

Salaries :— 

Pre- registration House Officer £660 p 

Post-registration House Officer £972 4 ov a. and on satisfactory 
completion of contract, a gratuity of £25 for each completed 
term of 3 months service. 

An outfit allowance of £60 is payable on first appointment. 
Partly furnished quarters are provided at a rental of 849 
of salary. Officers are eligible for 5 days leave for each BB | 
month of service. 

first-class passages to Nigeria will, in certain circum- 
stances, be provided for Nigerian doctors recruited from the 
United Kingdom. 

Candidates, if appointed, must be available and willing to take 
up their appointments immediately. 

Applications should be submitted as soon as possible to the 
Adviser on Staff Recruitment ae Office), 57, Catherine- 
place, Palace-street, London, 8. 


U.S.A. CAMBRIDGE, Syl ee Applications 
are invited for the positions of RESIDENCIES in Anesthesia 
for a 2-year period beginning Ist July and Ist September, 1957. 
Salary $1800 first year and $3600 second year and full main- 
tenance. Training in all branches of anesthesia. Affiliation with 
other hospitals. 

Applications, stating age, nationality, qualifications, and 
experience, together with the names of their referees, should be 
forwarded to the Director of Anesthesiology, P. 0. Box 89, 
Cambridge, Massachusetts. Travelling expenses to and from the 
U.S.A. will be paid. Particulars will be sent as soon as application 
is received. Please enclose recent photograph with application. 


Public Appointments 


MINISTRY OF SUPPLY. Sessional Medical Officer 
(unestablished) required for part-time duty at \ Royal Ord- 
nance Factory at Dalmuir. Applications invited from registered 
medical practitioners of British nationality. Previews | experience 
in industrial medicine or possession of Diploma in Industrial 
Health will be an asset. Times of attendance by agreement and 
fees able on according to time spent at the factory ; details 
—- on application. 
date of birth, sex, education, full details of 
qualitie __ and experience of post held (including dates), to 
e Ministry of Labour and National Service, 450, Sauchiehall- 
street, Glasgow, C.2, by 21st September, 1957. 


| THE MEDICAL SERVICE OF THE ROYAL NAVY 
VACANCIES FOR MEDICAL OFFICERS 


Candidates are invited for Short Service Commissions of 
3 years, on termination of which a — of £600 (tax 
free) is payable. Ample opportunity ted for transfer 
to Permanent Commissions on completion of 1 year’s total 

service. Officers so transferred are paid 1 ins a grant of 
£1500 (taxable). 

All entrants are required to be British subjects whose 
parents are British subjects, medically qualified, physically 
fit, and to pass an interview. 

Full particulars from the Admiralty Medical Depart- 
ment, Queen Anne’s Mansions, St. James’s Park, London, | 


Belfast Hospital Management 


























BARNSLEY. COUNTY BOROUGH OF BARNSLEY. 
PUBLIC HEALTH DEPARTMENT. Applications are invited from 
registered medical ag who hold the Diploma in 
Public Health for the eepemtenent of DEPUTY MEDICAL 
OFFICER OF HEALTH AND DEPUTY SCHOOL MEDICAL 
OFFICER. The commencing salary will be within the range 
£1340 p.a., — by annual increments of £55 (4). and £50 (1) ) 0 
£1610 p.a. Candidates should have had experience in all branches 
of the Public Health and School Health Services, and will be 
required to devote the whole of the time to the duties of these 
offices. The a mage will be subject to the conditions of 
service laid down by the Medical Whitley Council Committee 
“C,” and to any other General Conditions of employment in 
operation within the Corporation from time to time. The post is 
superannuable, and the candidate selected will be required to 
pass a medical examination before appointment, and Pay appoint- 
ment will be subject to 3 months notice on either side. 

Applications, stating age, full particulars, and details of 
experience and qualifications, together with the names and 
addresses of 3 referees, should be sent to the Medical Officer of 
Health, Public Health Department, Town Hall, Barnsley, to 
arrive not later than 30th a 1957. 

. E. GILFILLAN, Town Clerk. 
Town Hall, Barnsley, 2nd Sepicinber, 15 ye 


a i ogoor AND co THE CITY OF 
EXETER HOOL MEDICAL “OFFICER. AND ASSISTANT 
MEDICAL OFFICER OF HEALTH. The duties will be mainly 
in connection with the School Health and Child Welfare Services, 
but the appointed candidate will assist in other sections of the 
Department. The successful candidate will gain administrative 
expertegee in — ——_. work. The possession of a D.P.H. 
r D.C.H. would be an advantage. hitley scales and conditions. 
Salary 21050-25021 200-£55-£1475. Commencing salary accord- 
ing to experience. Casual = user allowance. 
Application forms from E. D. Irvine, Medical Officer of 
and a al Sebset Medical Officer, 5, Southernhay 
West, Exeter, to i. they should be returned not later than 
28th September, 1 & 
31st August, i957, __C. J. NEWMAN, Town Clerk. 
FACTORY DOCTORS. ‘Factories Acts, 1937 and 1948. 
The followi appointment as Appointed ey | Doctor is 
vacant. Apply to Chief Inspector of Factories, 19, St. James’s- 


square, London, S.W.1. 
Latest date for receipt 
District County of applications 
KILMARNOCK a AYR 6s 28TH SEPTEMBER, 1957 
HER MAJESTY’S OVERSEAS CIVIL SERVICE. Uganda. 
MEDICAL OFFICERS with qualifications registrable in the 
United Kingdom see for general duties. Successful candi- 
to any 4 in Uganda. During earlier 
panes of service an officer be e mv = carry out general 
edical and surgical duties includ 
public health administration and the tweining subordinate 
ican medical staff. In most stations, even if remote from 
larger towns, it is possible to main terest in any particular 
branch of medicine or surgery to which the officer is attracted. 
In most stations the work is based on a district a which 


the needs of a backward community to a la Lt wi 
modern facilities where specialisation in the different branches of 
medicine, surgery and obstetrics is possible. Appointments can 
be on permanent basis, subject to 2 years probation, with pension 
(non-contributory) or on 30-36 months contract with tuity 
(taxable) —o—— on satisfactory completion of —,, ormal 
retiring age is 55 but at age 45 officers may retire with full pension 
one “Gratuity for contract service is 134% of f total salary 
drawn, not including allowances. Candidates from National 
Health Service may retain superannuation ete up to 6 years 
and receive orate ty (taxable) of 20% of their after 
engagements. Sal aay ranges from £1284 to £2115. tarting 
point rawness pete pete Fe superense. 4 extra increments can be given 
to su ~H F.R.C.S., M.R.C.P. and 
Be Pr. og aa other approved higher qualifications. Other allow- 
in accordance with current regulations. Permanent 
Medical Officers are eligible to be considered for promotion to 
super-scale posts in Uganda and other territories in medical 
administration or, if they possess her qualifications and 
suitable experience, in specialist posts. Quarters provided at 
rental va from £21 to £60 according to size and a 
hard furniture at a rate of £12-£24 according to scal 
passages for each journey are provided up to equivalent of 4 
Pault tourist class air fares for Officer, wife and dependent 
children. If, in the interest of Government an Officer is required 
to proceed on leave after a short tour of 15-18 months, there is 
no limit to the number of family passages. Taxation at East 
African rates, generous home leave granted after each tour in 
a ee to which casual leave is allowed at the rate of 16 days 
evinesy educational facilities available in all the r 
viotions. Education subsidies are payable to Officers, which 
vary from £90 a year (or half the school fees, whichever is tens), 
for — education for first child, to £190 a year (or three- 
fifths of school fees, whichever is less) for + secondary education 
oy each of second and subsequent childre: 
pplication forms obtainable from Directo f Recruitm 
Colon al Office, London, 8.W.1 (quoting No. BOD. 17/9/02), 




















WARWICK. COUNTY OF baton aged By. = of 
NUNEATON, URBAN DISTRICT OF BEDWORTH AN 
OF ATHERSTONE. Applications are invited from culeabie qualified 


medical practitioners for the combined appointments of 
MEDICAL OFFICER OF HEALTH for the et, of Nun 
eaton, the ae! —— of Bedworth, and == Rural D of 
a 1 candidate will aie be —— 
Area Medical Officer for Health and School ces 
under the Warwickshire County Council for "7 same area. 
te inclusive salary £2066 Fs. rising to £2473 2s. 6d. p.a. 
her particulars and conditions of appointment ob le 
from the Town Clerk, Council House, Nuneaton. Closing date 
for applications 30th September, 1957. 
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NORWICH. CITY AND COUNTY OF NORWICH. Appli- 
cations are invited for the post of DEPUTY MEDICAL 
OFFICER OF HEALTH AND DEPUTY PRINCIPAL 
SCHOOL MEDICAL OFFICER from _ registered medical 
practitioners holding the Diploma in Public Health or an 
equivalent qualification. Salary scale £1486 13s. 4d., rising by 
annual increments of £55 (4) and 1 of £50 to £1756 13s, 4d. Car 
essential—usual allowance. 

For particulars and application forms apply to the Medical 
Officer of Health, 68, St. Giles’-street. Norwich, by whom 
applications should be received not later than 5th October, 1957. 
PLYMOUTH. CITY OF PLYMOUTH. Assistant Medical 
OFFICER OF HEALTH AND SCHOOL MEDICAL OFFICER. 
Applications invited for the above superannuable post from 
registered medical practitioners, Male or Female, with at least 
3 years experience since qualification. D.P.H. or D.C.H. 
desirable. Salary scale £1050—£50—-£€1200-£55-£1475 p.a. 
Appointment terminable by 3 months notice on either side. 
The work will be primarily in the School Health and Maternity 
and Child Welfare Departments but other duties of a general 
public health nature may be allocated by the Medical Officer 
of Health. 

Forms of application not provided. Applications to the 
undersigned stating age, marital state, qualifications, and 
experience, together with the names and addresses of 2 referees, 
not later than 30th September, 1957. 

T. Perrson, Medical Officer of Health. 

__“ Seven Trees,”’ Lipson-road, Plymouth. 

THE PRISON COMMISSIONERS invite applications for 
appointments as Full-time MEDICAL OFFICER (Men) in the 
Prison and Borstal Service. Candidates must have attained the 
age of 28 ; preference will be given to those who have had post- 
graduate experience in psychological medicine and the possession 
of the D.P.M. will be considered an advantage. Salary : £1740- 
£75-£1965—£100-£2265-£85-£2350 p.a. (Minimum linked to 
age 35, minus £50 for each year below that age and plus one 
increment for each year above that age but not exceeding 40.) 
These rates are subject to reduction for posts outside London. 
The appointments are unestablished in the first instance but there 
will be opportunity for establishment through the Civil Service 
Commission later. Unfurnished quarters when available are 
provided at a moderate rental. 

Application forms and regulations from Manager (Ref. P.E. 
311), Professional and Executive Register, 1-6, Tavistock- 
square, London, W.C.1, returnable by 30th September, 1957. 
WARWICKSHIRE COUNTY COUNCIL. County Medical 
OFFICER OF HEALTH’S DEPARTMENT. Applications are invited 
from registered medical practitioners for the permanent ap oint- 
ment of ASSISTANT COUNTY MEDICAL OFFICE OF 
HEALTH (Male or Female). Preference will be given to those 
holding the D.P.H. or D.C.H. and with previous experience. 
Conditions of service and salary (£1050-£1475) will be in 
accordance with the Whitley Council. The successful candidate 
will be required to a ty a motor-car in the performance of 
duties, for which Whitley Council scale allowances are payable. 

Further particulars, including details of area and duties, and 
application forms may be obtained from the County Medical 
Officer of Health, Shire Hall, Warwick. Closing date for 
applications is 12th October, 1957. 

L. EpGAR STEPHENS, Clerk of the Council. 

Shire Hall, Warwick, 4th September, 1957. 

YORKSHIRE. COUNTY COUNCIL OF THE WEST 
RIDING OF YORKSHIRE. Appointment of ASSISTANT COUNTY 
MEDICAL OFFICER AND SCHOOL MEDICAL OFFICER. 
Applications are invited from registered medical practitioners, 
Men or Women, for posts in the a areas :— 

Division No. 13. Morley and Ossett M.B.’s, Horbury Urban 
District, and Wakefield Rural District. 

Division No. 18. Brighouse M.B., Queensbury and Shelf, and 
Elland Urban Districts. 

Division No. 20. Kirkburton, Denby Dale, Colne Valley, 
Meltham, Holmfirth, and Saddleworth Urban Districts. 

The Assistant will be on the staff of the County Medical 
Officer’s Department but will work under the administrative 
direction of the Divisional Medical Officer for the area. The 
duties will be mainly clinical in the School Health and Infant 
Welfare Services, but other County health duties may be included 
by the Divisional Medical Officer. The scale of salary is £1050— 
£1475 p.a. A minimum of 3 years experience since qualification 
is desirable and the possession of a Diploma in Child Health will 
be an advantage. Travelling and subsistence allowances accord- 
ing to the County Council’s scale are payable in addition to 
salary. The posts are superannuable and successful applicants 
= be required to pass a medical examination as to physical 

ness. 

Forms of application can be obtained from the undersigned, 
to whom they should be returned not later than 28th September, 
1957. J. Woop-WILs0n, County Medical Officer. 

County Hall, Wakefield. 


General Practice 
For on Executive Council post (England and Wales) apply on form E.C.16a 
obtainable from the council. Mark envelope ** Vacancy."’ 


COUNTY BOROUGH OF CARDIFF. Applications invited 
for VACANCY (urban) (Cathays/Roath districts) due to death. 
List approximately 1300 (single-handed practice). Existing 
residence and surgery available for purchase or rental. Medical 
practitioners already in Health Service practice invited to apply. 
Apply on Form E.C.16a not later than 18th September, 1957, 
to B. A. J. Grirrirus, Clerk, Cardiff Executive Council. 

_ 32, Cathedral-road, Cardiff. 

English or Scottish M.D. or M.R.C.P. sought for private 
London _ practice.—Address, No. 329, THE LANCET Office, 7 
Adam -street, Adelphi, London, W.C.2. : 














LEEDS (BURLEY, KIRKSTALL, AND PEARSE). 
Applications invited for VACANCY (residential and industrial) 
due to resignation. List 3459. Intermediate area. Residence 
combined surgery by purchase and branch surgery on rental 
available. Apply on E.C.16a, before 27th September, 1957, to 
the Clerk, tools Executive Council, Trevelyan Chambers, 7, 
Boar-lane, Leeds, 1. ‘5 oe ee hee id 5 
SILLOTH, CUMBERLAND. Applications are invited for 
VACANCY (mixed urban and rural) owing to resignation of 
practitioner. List at present date approximately 2142. Inter- 
mediate area. Residence and surgery available. Apply on 
Form E.C.16A by 27th September, 1957, to— 
F. M. Smiru, Clerk to Cumberland Executive Council. 

7, Chatsworth-square, Carlisle. Bee fi Wri ae 
WOLVERHAMPTON. Applications invited for Vacancy 
(urban). List at present aprroximately 2483. Residence and 
surgery available. Apply on Form E.C.16a before 2nd October, 
1957, to— G. A. FORSTER, 
Clerk of the Wolverhampton Executive Council. 
Lynton-street, Wolverhampton. 


Miscellaneous 

British Overseas Airways Corporation require a Medical 
Officer in the Corporation’s Medical Service. Applicants should 
be between 28 and 34 years of age, with good academic qualifica- 
tions and should possess a sound standard of clinical medicine. 
R.A.F. experience in the medical care of aircrew will be an 
advantage. The successful applicant will be based at London 
Airport, and the work will primarily consist of clinical examina- 
tions of flying staff and general medical duties in connection 
with the Corporation’s Medical Service and will involve flying 
at home and oversezs. Commencing —— will be in the range 
of £1785-£2170 p.a. according to age, qualifications and experi- 
ence. The successful candidate will be required to join the 
Corporation’s pension scheme. 

Applications should be made, together with details of pro- 
fessional qualifications and experience to the Chicf Personnel 
Officer, B.O.A.C. Headquarters, London Airport, Hounslow, 
Middlesex. The closing date for receipt of applications will be 
llth October, 1957. 

British European Airways invite applications for 2 medical 
posts of Assistant Medical Officer in the Corporation’s Medical 
Service, based in United Kingdom. Applicants (Male) must be 
between 30 and 40 years of age and hold a British medical 
ration. Preference will be given to candidates with 
experience of aviation medicine or general practice. Commencing 
salary according to experience will be within the current B.M.A. 
range for the post (£1400-£1700). Initially the posts will be 
temporary appointments for 12 months but successful candidates 
will be eligible for consideration for a permanent appointment 
after the satisfactory completion of this period, which will 
require membership of the Corporation’s pension scheme. 

Application forms can be obtained from the Establishments 
Officer, Personnel Dept., B.E.A., Keyline House, Ruislip, 
Middx., to whom they should be returned, together with a 
recent photograph, by 14th October, 1957. 
Pharmaceutical Industry. Bayer Products Limited 
require a doctor with a good scientific background (organic 
chemistry, pharmacology, bacteriol or pharmacy) or other 
suitably qualified person for research liaison work. As the posi- 
tion involve considerable Continental travel, a knowledge of 
a European language is essential. The successful applicant will 
also be concerned with the evaluation of new drugs in Britain. 
The work is interesting, adequately remunerative, and has good 
prospects in a — expanding organisation.—Applications in 














confidence to the Managi Director, BAYER PRODUCTS 
one, Neville House, Eden-street, Kingston-on-Thames, 
Surrey. 





General ooh required by British East African Seaport 
Practice of 5 Doctors to replace retiring Surgeon. llingness to 
undertake general practice until fully established is essential. 
—Address, No. 328, THE LANCET Office, 7, Adam-street, Adelphi, 
London, W.C.2. weihe | nell Ree : 
Expedition to Antarctica. Medical Officers required for 
service on yp Research Ships “‘ John Biscoe ” and ‘“* Shackle- 
ton,” leaving U.K. October, 1957, and returning May/June, 1958. 
Salary at rate £625 a year. Liberal leave on full salary. Candi- 
dates must possess qualifications registrable in U.K.—Write to 
the CROWN AGENTS, 4, Millbank, London, S.W.1. State age, 
name in block letters, full qualifications, and experience, and 
quote M3/44020/LD. 

Young §S.R.N. requires post as Nurse-Receptionist or 
assisti. in day clinic, London Area. Shorthand-typing if 
required.—Address, No. 330, THE Lancet Office, 7, Adam- 
street, Adelphi, London, W.C.2. 











Typewriting and Duplicating. First-class work at moder- 
ate prices by experienced medical typists. Electric machines. 
—SYBIL RANG, 21, Heath-street, Hampstead, London, N.W.3 
(HAM 5329/0504). A 
“ Pregnancy Diagnosis by the Xenopus Method,” 24-hour 





service. Send specimens of urine and £1 Is. fee. Hematology, 
Biochemistry, Flame Photometry.—WELBECK BIOLOGICA 
LABORATORIES, 26,  Park-crescent, Portland-place, W.1 


(MUSeum 5386-7). 
Applicants for posts requiring testimonials copied or 
duplicated should communicate with MANTON SECRETARIAL 
SERVICE LTp., 98, Victoria-street, S.W.1 (Phone: VICtoria 
0141), who are specialists in this kind of work. 

Microscopes. Immediately available from Stock. Largest 
selection of all types. Terms if required.—WaALLACE HEATON 
Ltp., 127, New Bond-street, W.1.__ a a ee ee 
Applicants for the post of British Medical Practitioner 
(Box 319, 10th and 17th August) are herein thanked for their 
application and advised that the vacancy has now been filled, 
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important ‘PLUSES’ of 
ACHROMYCINV 


TETRACYCLINE WITH SODIUM METAPHOSPHATE *REGD TRADE MARK 


What is the importance of ACHROMYCIN V to you? It provides 
the fullest possible benefits of true broad-spectrum therapy. 
It contains sodium metaphosphate which substantially aids 
in increasing absorption of the tetracycline, permitting 


fe Swifter attainment of effective levels in the blood 
a Higher ‘peak’ levels 

ft Longer lasting levels 

te Effective control over the causative organisms 


These four important pluses are four very good reasons for 
prescribing ACHROMYCIN V, particularly for serious infections 
or where the infecting organisms show only borderline 
sensitivity to ACHROMYCIN. 


issued in capsules, each containing ACHROMYCIN tetracycline 


250 mg. and sodium metaphosphate 380 mg. Bottles of 16, 100 
and 1,000 capsules. 


LEDERLE LABORATORIES DIVISION 


OF GREAT BRITAIN L70., London, WC2 
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SS ECZEMA? \N 
NS INFECTION ? \ 
\\ OR BOTH? = 
\ \ 
NN The Difficult Diagnosis \ 
‘ \ Diagnosis between an infected skin condition N 


i (4 


and an eczema is sometimes difficult. 
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Cortibiotic 


skin ointment 


1.5% of Soframycin and 0.5% of prednisolone in a 
bland water-miscible vehicle in 5 and 15G. tubes. 








Cortibiotic ointment covers both possibilities, as the 
Soframycin controls the infection, while the prednisolone 


checks the eczema. 
Indications 
Infected eczemas 
Infected pruritic lesions 
Otitis externa 
nah L Infected angular stomatitis 
Intertrigo 


847 HARROW RD., 
LONDON, N.W.10. 
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